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‘*SOROSIL’’ 


lioration of itching in Pruritus, Prurigo, 
and other inflammatory skin conditions 


NAPP LIMITED 


DERMAL OINTMENT 


LONDON, W.C.2 











Now in its Second Edition 


ARICOSE VEINS 
By R. ROWDEN FOOTE : 
Price 55s. net, by post 1s. 5d. extra 
*,.. has now won its place as a standard work.” 
—New Zealand Medical Journal. 
Butterworths, 88, Kingsway, London, Ww. C. 2 


NHE ESSENTIALS OF FORENSIC 
MEDICINE 
By CYRIL JOHN POLSON, M.D., F.R.C.P. 
Barrister-at-Law; Professor of Forensic Medicine 
University of Leeds 
“‘ It is superbly done, for he writes well, lucidly, and womnee & 
weaving the vivid and the more mundane chapters of forensic 
medicine, medical ethics, law and insanity into a comprehensive 
whole that is both informative and readable.”—The Lancet. 


562 pages 30s. net, plus 1s. 6d. postage 
The English Universities Press Ltd., 102, Newgate-street, 
lo adon, E.C.1 

IN MEDICINE 


CG A REE R S 

Edited by P. O. WILLIAMS, M. + (Cantab.), M.B., 
B.Chir., M.R.C.P 

With contributions from 49 eminent motieat authorities 


Or. 8vo 292 pages Price 15s. net, plus 1s. 4d. postage 


This book outlines the particular qualities of mind, the type 
and amount of specialised training, required in each branch of 
the Medical Profession. 

. it should be in the hands of as g maps who has to advise 
alia students, and certainly should be consulted by every 
newly -qualified doctor.” —The he Practitioner 


Hodder & Stoughton Ltd., 20, ‘neediieees: London, E.C.4 





RITISH OBSTETRIC AND GYNACOLO- 
GICAL PRACTICE 


» Raped by Sir rx ag HOLLAND, M.D., F.R.C.S., 


C.0.G., and ALECK BOURNE, M.A., -M.B., F.B.GS., 
BRO. 


In two volumes, sold separately : 
OBSTETRICS 1164 pages 400 illustrations 115s. net 
GYN2ZCOLOGY 850 pages 370 illustrations 95s. net 


Wm. Heinemann Medical Books Ltd., 99, Gt. Russell St., W.C.1 


N ANAGEMENT OF BURNS 


Six articles prepared by a subcommittee of the 
ures ASSUCIATION OF PLASTIC SURGEONS 
Reprinted from THE LANCET with an appendix 


These  oocate record the practice of surgeons who are treat 
burns every day and who see the good results of treatmen 
that is carefully planned from the start. Here is their plan, 
fully but briefly set out. 


48 pages Price 2s. 6d. (postage 4d.) 
The Lancet Limited, 7, adam-street, sane, a W.C.2 


Sizth Edition Now available 
RINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, C.B.E., D.Sc., Ph.D., F.R.S. 
Demy 8vo 314 +x 10s. 6d. net, plus 10d. postage 


Revised and enlarged (containing a new chapter on Clinical 
Trials and 16 pages of random sampling numbers). 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 








UNITED a OF AMERICA AND CANADIAN SELLING RIGHTS 
BY OXFORD UNIVERSITY PREss, INC. 
ut eritth Avenue, New York, 11, N.Y., U.S.A. 








Just published 


mm Be 


220 pages 





DE MOTU CORDIS 


WILLIAM HARVEY 

newly translated by 
FRANKLIN 
Professor Franklin has prepared this new translation on behalf of the Royal ra of Physidians to coincide 
with the Harvey Tercentenary Congress (the full Proceedings of which we shall 
CIRCULATION towards the end of this year). The book contains both English and Latin 'texts, together with 
a colour reproduction of the portrait of Harvey which hangs in the Royal College of Physicians, and two of the 
original diagrams. Professor Franklin has succeeded in producing a translation distinguished alike by its fluent 
prose and its faithfulness to the original text of this classic example of scientific induction. 


2 plates 


BLACKWELL SCIENTIFIC PUBLICATIONS -: 


be publishing under the title 


17s. 6d. 
OXFORD 
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Headache’ by G. Cruikshank, 1819 


‘Proponesin’ 


A NEW QUICK-ACTING 
SHORT-TERM ANALGESIC 


‘Proponesin’ (tablets of « -4*-piperideino-b-hydroxy-y-o-toloxy-propane hydrochloride) 
is equivalent in potency to and more rapid in onset of action than the commonly 


used analgesics. 


For rapid relicf DOSAGE: One or two tablets three or four 
of pain in:- times a day. 
Herpes Zoster ‘PROPONESIN TABLETS eachcontaining 10omg. 


Dysmenorrheea of active substance. 


Toothache Bottles of 10 at 1/8 : 50 at §/- : 250 at 17/6, 
Headache Basic N.H.S. prices. Purchase tax extra. 


Sinusitis Literature and trial packings are available on 
Backache request. 


Medical Department 


THE BRITISH DRUG HOUSES LTD. LONDON N.I 
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NEW SUPPLEMENT TO THE CODEX — 





A new Supplement, published on May 10, brings the British Pharmaceutical Codex up to date 
with current medical practice. The Supplement, which has the same status as the Codex, 
contains new monographs and formule, a large number of amendments to specifications in the 
main volume, and authoritative information on the action and uses of the, new medicaments. 


Pp. xiii + 125 Price 27s. 6d. (postage and packing 1s.) 


THE PHARMACEUTICAL PRESS, 17, Bloomsbury {Square, London, W.C.1 
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The natural vitamin E avail- 


7 


not be confused with the wheat germ oil 


able only since 1948 must 


in use before that date with its limitations 


as to potency and stability. 


The natural vitamin E of today com- 
prises a concentrate distilled from the 


oils of cottonseed, palm, soya bean, etc. 


The standard laid down by the League 
of Nations is that 1 international unit 


= 1 mgm. of d.1. alpha tocopheryl acetate. 


Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The VITA-E Gelucap (75 i.u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 
conspicuous success at the Shute 


Institute. 
LITERATURE ON REQUEST 
Sole Manufacturers : 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 








MARMITE 


yeast extract 








in Geriatrics 


The opinion has been expressed that the 
need for vitamins, especially those of the 
B complex, is increased in frail elderly 
persons. These essential nutrients seem to 
exert a beneficial effect even when the 
diet appears to be adequate, Marmite is a 
yeast extract containing most of the known 
factors of the vitamin B group ; it can easily 
be incorporated in the diet and is econo- 
mical to use. 


in Pregnancy 


During pregnancy the demands on all 
maternal resources are increased. Diet, 
therefore, assumes a particular importance 
during this period. Marmite, taken as a 
drink or in sandwiches, or used in cooking, 
is popular among expectant mothers and 
raises the level of the B vitamins in their diet. 


~~ 











MARMITE LIMITED, 35, SEETHING LANE, LONDON, E.C.3 


amet 
5507 











Li 1VOX ‘i psules 


FOR THE TREATMENT OF 
Anaemias, Nutritional Deficiencies, 
General Debility 





FORMULA: 
LIVER EXTRACT CONCENTRATE 2.5-grains 
FERROUS GLUCONATE © 1.0 grains 
COPPER SULPHATE 0.01 grains 
MANGANESE SULPHATE 0.01 grains 
VITAMIN B, a. os oa 0.165 mg. 
VITAMIN B, naa Led 0.05 mg, 
NICOTINAMIDE. ... a 5.0 mg 


OXO LTD (Medical Department) 
16 Southwark Bridge Road - London SE! 


Telephone: WATerloo 4515 
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physical methods in 


PHYSIOLOGY 


By W. T. Catton, M.Sc., Physiology 
Depariment, King’s College, Newcastle- 
upon-Tyne. This new book presents, 
clearly and concisely, and in an ‘ 
abbreviated form, the wide variety of 
physical experimental techniques and 
theoretical treatments which have 
been applied to physiological 
investigations. 42/- net. 





PITMAN Parker St., Kingsway, London, WC2 





NEW REVISED EDITION 


BCG AND VOLE 
VACCINATION 


A PRACTICAL HANDBOOK 
BY 


K. NEVILLE IRVINE 


M.A., D.M., B.CH., M.R.C.S., L.R.C.P. 


Adviser in BCG Vaccination to Oxford Regional 
Hospital Board 


FOREWORD BY 
FREDERICK HEAF 


M.A., M.D., F.R.C.P. 


102 pages, comprehensive index, 10 coloured plates 
Clothbound 15s. 


NAPT 








TAVISTOCK SQUARE, W.C.1 

















H. K. LEWIS of GOWER STREET, London, W.C.1 





| BOOKSELLING DEPARTMENT. A large stock of textbooks and recent literature in all 
branches of Medicine and Surgery available. Please state particular interest. 
Foreign Books obtained to order. Catalogues on request. 





SECOND-HAND DEPARTMENT. A constantly -changing large stock of Medical 
Literature on view, classified under subjects. Old and rare books sought for and reported. 
Large and small collections bought. 


LENDING LIBRARY. MéEpICAL, SCIENTIFIC AND TECHNICAL. 
Annual Subscription from £1 17s. 6d. Prospectus Post FREE ON REQUEST. Bi-monthly 
list of New Booxs and New EDbiTions sent post free to subscribers. 


THe LipRARY CATALOGUE revised to December 1949, containing Classified Index of Authors 
and Subjects. Pp. xii + 1152. To subscribers 10s. net. To non-subscribers 17s. 6d. net, 
postage ls. 9d. Supplement 1950 to 1952. To subscribers ls. 6d. net. To non- 
subscribers 3s. net, postage 9d. 


New EDITION REVISED to December, 1956, is in course of preparation. 








H. K. LEWIS & Co. Ltd., 136 GOWER STREET, LONDON, W.C.I 


Business hours: 9 a.m. to 5.39 p.m., Saturdays to | p.m. 
Telegrams: Publicavit, Westcent, London 


Telephone : EUSton 4282 (7 lines) 
| 
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What with fighting Roundheads and for ever combing 
his own long, tangling locks, the Cavalier was altogether 
much concerned with heads and hair. And dandruff was ne 
doubt equally the bane of his life as ours. 

The Cavalier’s vade mecum offered him no remedy for 
his aristocratic irritation. But today the old and familiar 
trouble has been mastered by SEBODERM, the creamy 
Cetrimide Shampoo specifically for dandruff. 


ce 





. perhaps the most valuable recent addition to 
therapy (of scurf or dandruff) has been the intro- 
duction of detergents such as cetrimide, which may 
be used alone or be incorporated in shampoos, 


soaps or lotions.’’ Brit. Med. ]., 2 (1956) 92. 
Seboderm contains 15.6% of Cetrimide B.P., the 
} ie \\ quaternary ammonium compound prescribed as most effective 
\ against dandruff. Normally a single weekly treatment is 


an RA sufficient to establish complete control. 
G / \ 3 
/ e, » SebodSerm masters Dandruff 


Professional sample will be gladly sent on request 


7 a ( + LABORATORIES LIMITED 
Na 


WEST DRAYTON MIDDLESEX 








Designed and patented by 
Armour and Company 
British Patent No. 668341 


Hydrocortisone Acetate 


SeewWFF CAPSULES 


n the At Supplied as Hydrocortisone Acetate Insufflation Set, consist.ng 
t use } of one Insufflator and 6 capsules each containing 15 mg. 
« 10 Hydrocortisone Acetate Snuff with inert substance. ° Also 
agian refills in bottles containing 6, 12 and 25 capsules. 
LANCET i (1956) $37 


ws okenones : THE ARMOUR LABORATORIES 
an en , (Armour and Company Ltd.) 
AX HAMPDEN PARK, EASTBOURNE, ENGLAND 


Telephone : Hampden Park 740. Telegrams : Armolab, Eastbourne. 
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in senile pruritind vulva... 


When the problem is the _ rehabili- 





tation of the hypo-oestrogenic vagina r 
: essaries 


(IMPROVED FORMULA) 
Oestrone, in the form of Kolpon 


| Dose 
One pessary each night or on alternate 
Pessaries, will be found to be nights while symptoms persist. 
. Packing 


Pessaries containing 0.1 mg. or 1.0 mg. oestrone 


‘ saa , 
uniformly and strikingly effective. | in water soluble wax base in boxes of 5 or 25. 


ORGANON LABORATORIES LTD. 
BRETTENHAM HOUSE - LANCASTER PLACE - W.C.2 


Telephone : TEMple Bar 6785/6/7, 0251/2. Telegrams : Menformon, Rand, London 











EAR WAX Removed .this easy way 


The removal of wax from the external auditory meatus has, in 

the past, normally entailed attendance by the patient for diagnosis 

and for the prescription of a suitable loosening agent, and a second 
attendance a few days later for syringing. 

Now, by the use of Cerumol Ear Drops, wax can be removed in most 
cases at one visit. A few drops of Cerumol can be instilled into the ear 
and, while another patient is being attended to, the soft cerumen dissolves 
and the harder wax disimpacts. The wax can then be removed by 
gentle syringing or with cotton wool. The wax may even be found 

to run out of the ear on its own accord, in which case patients themselves 
may instil Cerumol at home, obviating further attendances. 

Cerumol is anti-bacterial, non-irritating and harmless to the lining of 
the external auditory meatus or the tympanic membrane. 

Cerumol is included in Category No. 4 of the M.O.H. classified list of 
Proprietary Preparations and may be prescribed 

on N.H.S. Form E.C.10. 


PACKS :—For Surgery Use: 10 c.c. & 
vial—separate dropper included. (Basic C ig 4 U M ‘@) a 
N.H.S. price 2/8.) For Hospital Use: . : EAR DROPS 


2 oz. and 10 oz. bottles. 
for the easier removal of wax 





If you wish to test for yourself and have rot received recently 
a 10 c.c. vial, please write or telephone direct to: 


LABORATORIES FOR APPLIED BIOLOGY LTD. - 91, AMHURST PARK * LONDON N.16 * Telephone : STAmford Hill 2252 
5 
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As sure as the tide turns 





A doctor can be as confident of a Cytamen injection as puts into the doctor’s hand the most therapeutically 
he is of the certainty that the tide will turn. Confident efficient and the most economical means of combating 
that each dose is an exact weight of crystalline vitamin pernicious anaemia. 

Biz ... that the stated potency cannot vary. . . that 


varied response on the part of the patient therefore is 
not and cannot be due to the product . . . that he has 


at his command a range of potencies which allows 
complete flexibility of treatment. In short, Cytamen 


crystalline vitamin Bre 


50, 100, 250 and 1,000 micrograms per cc. in boxes of 6 x 1 cc. ampoules. 
GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 












The New 
Chibret Dropper 


Bottle... 


Designed for use in conjunction with the wide range (16 in all) of Chibret 
Eye Drops. Readily assembled, this new packing is robust and virtually unbreakable. There 
is no contamination from the dropper or the atmosphere and sterility is assured. 






Further details ana prices obtainable from Sole Distributors :— 
COATES & COOPER LTD. west DRAYTON. MIDDLESEX 


for < 
LABORATOIRES H. CHIBRET ET FILS, CLERMONT-FERRAND, FRANCE. 
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Save time on urine tests with . 


CLINITEST anc AGETEST 


TRADE MARK 


Reagent Tablets 
for the detection of Glycosuria 


TRADE MARK 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in one minute! 





CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Committee of 
the Diabetic Association. The ‘Clinitest’ set, refills 
and accessories are all available under the N.H.S. on 
Form E.C.10. (Basic Drug Tariff Prices: Set 6/8 
complete. Refill bottles of 36 tablets 2/4.) 


HOSPITAL EQUIPMENT 


An invaluable time-saver in wards and clinics. 
Write for details and hospital prices. , 


Specialists, General Practitioners, Clinics and 
Hospitals in all parts of the country have used and 
prescribed ‘Clinitest’ Reagent Tablets since 1947. 
Many valuable hours have been saved. Now after 
intensive research work and clinical trials the 
makers of ‘Clinitest’ Reagent Tablets have pro- 
duced ‘Acetest’ Reagent Tablets for the detection of 
Ketonuria. With ‘Clinitest’ and * Acetest’ Reagent 
Tablets, reliable routine sugar and acetone tests can 
be carried out simultaneously in one minute! 








The advantages of ACETEST 
Reagent Tablets 


Quick and reliable, a single tablet provides all the 
reagents to perform a test. Low cost permits this 
tablet test to be used as a screening proccdure or asa 
routine for diabetic patients. No danger of false 
positive$ with normal urine. No caustic reagents. 


TO PERFORM A TEST: 
I Put 1 drop of urine on tablet. 
2 Take reading at 30 seconds. 


Compare tablet to colour chart 
provided. 


3 Record results as negative, 
trace, moderate or strongly 
positive. 

Supplied in bottles of 100 tablets 

with colour scale. 


*Acetest’ Reagent Tablets 
(diagnostic nitroprusside tabs.) 
are also available under ' the 
N.H.S. on Form E.C.10. Basic 
Drug Tariff price 3/10 per bottle 
of 100 tablets (with colour scale). 


REFERENCES 


(1954) ‘Clinical Tests for Ketonuria’, 
‘Lancet’, April 17th, pp. 801/804 
(1954) ‘Medicine Illustrated’, May, p. 289 
(1954) ‘Practical Clinical Biochemistry’ 2 
Heinemann, p. 74 
(1954) ‘Clinical Tests for Ketonuria’, 
‘Lancet’, July 10th, p. 95 














AMES COMPANY (Lonpon) LTD 
Nuffield House, Piccadilly, London, W.1 


Telephone: REGent 5321 
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Prescription for progress. ns 


When a mother cannot feed her baby herself 
you will find that Humanised Trufood is the 
best available substitute for breast milk. The 
total protein content of Humanised Trufood, 
as well as the ratio of casein to soluble protein, 
approximates that in human milk. The only 
varbohydrate present is lactose, the quantity 
of which is raised to the breast milk standard so 


that no furtheradditionsare necessary .The full 
content is present in a highly emulsified form. 


There is not enough space to give full details 
here but a postcard to Trufood Limited, 113 
Newington Causeway, London, S.E.1, will bring 


full information. The Trufood milks for infants 


are made at the Trufood Creameries at Wrenbury 
in Cheshire. 


Humanised TRUFOOD 


A milk modification specifically designed to meet the nutritional needs 


of the normal infant. 


TFD 95-1903-100 


8 











THE Lancer] THE LANCET GENERAL ADVERTISER [JUNE 8, 1957 

















To encourage rapid regeneration 


To help a speedy return to normal strength and vigour following the 
debilitating effects of disease or surgical operation, careful thought must be given to the 
patient’s diet. It must provide maximal nutriment without taxing a delicate 
or impaired digestion. Furthermore, it must appeal to a capricious or fastidious taste. 


*‘ Ovaltine ’ taken morning and evening assists in meeting these exacting circumstances. 
Its contents of malt, milk, cocoa, soya, eggs and added vitamins provide bodybuilders 

of recognized quality; its meticulously controlled manufacture aims at retaining 
accessory factors essential for postsurgical and postinfectious recovery. 


‘ Ovaltine ’, a balanced, comprehensive food beverage, is preferred by 
patients for its outstanding, nutritional properties, its ease of assimilability and its 
delicious, appetizing flavour. 


Vitamin Standardization 
per oz.—Vitamin B,, 0.3 mg.; 
‘ Vitamin D, 350 i.u.; Niacin, 2\mg. 


A. WANDER LIMITED, 42 Upper Grosvenor Street, London W.1. 





Manufactory, Farms and ‘* Ovaltine’ Research Laboratories : King’s Langley, Herts. 
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Better relief for Arthritics—minimum side effects 





In salicylate therapy BUFFERIN (Antacid Analgesic) has these two 
special advantages. It is faster-acting — twice as fast as ordinary aspirin. 
It is better-tolerated — even in large doses, as for arthritis. 
According to a British survey, as many as 42% of arthritics are in- 
tolerant to aspirin. And in a blind trial among arthritics with a proved 
intolerance to aspirin, 70° had no gastric symptoms after taking large 
doses of BUFFERIN over periods of 4 to 16 months (1). 
In clinical tests, it was shown that BUFFERIN raises the salicylate 
blood level of humans more than 20% higher in ten minutes than 
ordinary aspirin does in twenty minutes. 
Hence the importance of BUFFERIN in all salicylate therapy. Only 
BUFFERIN contains the antacid agents which :— 
* reduce gastric upset to a negligible minimum (2) (3); : 
* actually speed the pain-relieving ingredient into the blood- 
stream (4) (5). 
Formula: Acetylsalicylic Acid 5 gr.: Aluminium Glycinate } gr.: 
Magnesium Carbonate 1% gr. 


it acts faster. It is better tolerated. it contains no sodium. 


BUFFERIN HAS NO EQUIVALENT 
IN THE B.P. OR NATIONAL FORMULARY 


UFFERIN 


is the registered trade mark of the Bristol-Myers Co., Ltd., London & New York. 


Please write jor free samples to: 
BRISTOL-MYERS COMPANY LTD., 209-215 BLACKFRIARS ROAD, 


10 


LONDON, S.E.1. 


1 (Bufferin in the Management of Rheuma- 
toid Arthritis, ¥.A.M.A. 158 : 386 (Fune 4) 
1955.) 

2 (The Neutralization of Gastric Acidity 
with Basic Aluminium Aminoacetate, F. 
Pharmacol. and Exp. Therap. 82 : 247 
(Nov.) 1944.) 

3 (In Vitro Differences between Dihydroxy 
Aluminium Aminoacetate and Dried Alu- 
minium Hydroxide Gel, $. Am. Pharm. 
Assoc., Sc. Ed. 41 : 361 (fuly) 1952.) 

4 (Effect of Buffering Agents on Absorption 
of Acetylsalicylic Acid, ¥. Am. Pharm. 
Assoc., Sc. Ed. 39 : 21 ( fan.) 1950.) 

& (The Pharmacologic Principles of Medical 
Practice, ed. 3, Balto., The Williams & 
Wilkins Company, 1954, P. 593.-) 
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BUFFERIN 


ASPIRIN 


MICROGRAMS CC. PLASMA (AVERAGE) 





MINUTES 10 20 30 


COMPARISON OF BLOOD SALICYLATE LEVELS 
AFTER INGESTION OF ASPIRIN AND BUFFERIN 
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Tetracyn P 


TETRACYCLINE 


Routine laboratory tests and clinical experience have 
shown that the addition of phosphate to tetracycline 
results in higher serum concentrations-and high urinary 
level following oral administration. Tetracyn ‘P’ capsules 
contain 250 mg. tetracycline and 380 mg. sodium metaphosphate 


and are available in bottles of 16 and 100. 


Sandwich — Manufacture of Raw Materials 


PFIZER PHARMACEUTICALS 


Folkestone — Processing of tablets, injections, etc. 
Manufactured and Processed at fie 


SANDWICH AND FOLKESTONE, KENT 


* Trade Mark of Chas. Pfizer & Co., Inc. 
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When fluid contents 


exceed requirements 


[AMO 


REGD. TRADEMARK ACETAZOLAMIDE 


In conditions where excess fluid ac- 
cumulates in body tissues, prompt 
dispersal measures are called for. In 
such cases, by inhibiting carbonic 
anhydrase, D1iAmMox acetazolamide 
produces prompt copious diuresis. It 
has proved its ability to control body- 
fluid balance in cardiac oedema, 
glaucoma and epilepsy. Published re- 
ports also show satisfactory results 
from D1amox in toxaemia and oedema 
of pregnancy, premenstrual tension, 
renal oedema, emphysema and drug- 
induced oedema. D1AMox is a welcome 
departure from the mercurials and is 
well suited to long-term maintenance 


of ambulant and out-patient cases. 


TABLETS of 250 mg. 
Bottles of 25, 100 and 1000 


PARENTERAL Vials of 500 mg. 


LEDERLE LABORATORIES DIVISION 


’ 
Cyanamid OF GREAT BRITAIN LTD., London. WC.2 
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in the chronic worrier 





DRINAMYL 


produces a mood of calm composure 


Anxiety, apprehension or depression may 
cause or complicate a multitude of ills. An 
encouraging smile or a verbal pat on the 
back may help some patients to dismiss a 
baseless worry. But the chronic worrier 
needs more than encouragement if the 
troubles that shadow her life are to be met 
resolutely. 


‘Drinamyl’ produces the peace of mind 





that such patients so desperately need. 


Drinamy| for Smoothly and unobtrusively emotional 


tension is eased: harassment and anxiety 


the harassed give place to calm composure. The patient’s 


competence to cope with problems. is 


“ restored, and the response to treatment is 
patient improved. 
*DRINAMYL’ TABLETS « *DRINAMYL SPANSULE’ SUSTAINED RELEASE CAPSULES 


@) Smith Kline & French Laboratories Ltd Coldharbour Lane, London SE5 


DLP86 
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Quickly into action 


The high solubility and low acetylation of Urolucosil Active Principle : 
mean that it is rapidly excreted into the urinary tract Sulphamethizole 0.1G. 


without risk of crystalluria. As a result, high urine 





concentrations can be quickly attained. — 
That is why Urolucosil is so effective against B. colli 1 tablet 4-hourly. 
infections of the urinary tract. Small doses are highly 


effective, and side-effects are rare. The maintenance 


d f Urol 7 i ° df i Packing : 
_— oO _ ucosl = r€ asia it i or many months In bottles of 25, 250 and 1.000 
without risk of toxic reactions tablets. 


UROLUCOSIL 


PRAVDE MARK 


WILLIAM R. WARNER & CO. LTD., LONDON and EASTLEIGH. 
14 














(4, 4’-di 


iacetoxy-diphenyl)-( pyridyl-2)-methane 


the modern 


contact laxative 


for oral and 


rectal administration 








a 
i fa 


Stirs the sluggish bowel into action. 


Safe and reliable. 


Tablets promote passage through the colon 
Suppositories for prompt evacuation of the lower bowel 


Dulcolax enteric coated tablets of 0.005 g.- Bottles of 30 and 200 


Dulcolax suppositories of 0.01 g.- Boxes of 6 and 50 
& LEWIS LABORATORIES LTD., LEEDS 9 
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because it is the season when 
pollen is in the air 


As long as there is pollen in the air, 
usually for about six weeks in the early 
summer, the hay fever patient requires 
almost constant treatment. Cortril Snuff is a 
preparation well calculated to meet this 
recurring need. By presenting the remarkable 
anti-inflammatory and anti-allergic 
properties of hydrocortisone in the form of 
powder suitable for insufflation, Cortril 
Snuff affords prolonged relief quickly 
and simply, and with the best possible 
chance of complete control. 











but it is also the 


Cortril snur 


brand of hydrocortisone 


PACKAGING : Cortril Snuff capsules, 
each of which contains 15 mg. hydro- 
cortisone free alcohol in 85 mg. lactose, 
are available in bottles of five. 


when decongestion 
is necessary 


Frequently the nostrils and the nasal cavity must be 
cleared before satisfactory insufflation is possible. 
Tyzanol, which is an unusually safe and potent 
nasal decongestant, is strongly recommended 

for use on these 
occasions. 


Tyzanol’ 


brand of tetrahydrozoline hydrochloride 


TYZANOL SPRAY-PACK 

A 15c.c. plastic squeeze bottle 
containing 0.1% tetrahydro- 
zoline hydrochloride. 





GED PrZER LT + FOLKESTONE « KENT 


*Trade Marks of Chas. Pfizer & Co , Inc. 
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Inability to take aspirin... 


IT WAS RECENTLY reported (Brit. med. F., 1: 444, 1957) that 
of 178 rheumatic patients, 25°% could not take plain aspirin in 


adequate dosage. 


Of this 25%, however, the great majority tolerated a 


modified aspirin such as Paynocil. 


Not only are Paynocil tablets usually well tolerated by the 
stomach (even on the heavy dosage needed for rheumatoid 
arthritis), but they are extremely palatable, disintegrate instantly 
on the tongue without water, and cause no discomfort or 


unpleasant after-sensation. 


... indicates 





-PAYNOCIL 


non-irritant, palatable, 
quick-dispersing aspirin 


FOR ADULTS 


PAYNOCIL 


EACH TABLET CONTAINS 
Acetylsalicylic acid ...........seee00. TO grains 
AamIOOCOG EIB oi 6.6 6. c'5.d oe decisiceses 5 grains 


PACKAGES in sealed foil strips: 
Cartons of 18. 
Dispensing packs 
of 240: basic 
N.H.S. cost 
(tax free) 
21/8d. 





FOR CHILDREN 


Junior PAYNOCIL 


EACH TABLET CONTAINS 
Acetylsalicylic acid ......ccceceeees 2} grains 
Raninnenteie Gel és iekiics s cade ld 1} grains 


PACKAGES in sealed foil strips: 
Cartons of 20. 
Dispensing packs of 
240: basic N.H.S. go 
cost (tax free) 4 
12/-. 





Detailed recommendations for dosage in rheumatoid arthritis, 
will be gladly supplied on request 


L. BENCARD LTD. 


PARK ROYAL, 


601 /65(68)/1 


LONDON, N.W.10 
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TETRACYCLINE BUFFERED WITH SODIUM METAPHOSPHA 








ACH HO Wwi! 


Absorption is faster... bloo4l 


AcHROMyYCcIN V is Lederle’s latest con- 
tribution to medical science. It results 
from intensive research on methods of 
increasing the therapeutic potency of 
ACHROMYCIN tetracycline—already recog- 
nised as today’s foremost self-sufficient 
broad-spectrum antibiotic. AcHROMyYCIN V 
consists of ACHROMYCIN tetracycline 
buffered with sodium metaphosphate— 
believed to have the ability of binding 
certain metalions present in the intestinal 
tract, which, when free, combine with 
some of the tetracycline and prevent its 
absorption. ACHROMYCcIN V is now available 


to doctors who want the maximum benef 
from oral therapy with ACHROMYCIN. 

Initial clinical investigations show t 
ACHROMYCIN V possesses all the ackno 
ledged clinical virtues of AcHRoOmyd 
tetracycline plus the following advantagt 

It is more rapidly absorbed from 

the intestinal tract; 

It provides higher blood levels of 

tetracycline more rapidly; 

The high tetracycline levels attain 
with AcHROoMyYcIN V are noticeable e 
within the first hour or two after 3 
ministration. 


LEDERLE LABORATORIES Divisio 
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ACHROMYCIN V can be used for the same 
wide range of infections for which ACHRO- 
MYCIN tetracycline has been employed. 
SUGGESTED DOSAGE: As for ACHROMYCIN, i.e. 
for the average adult, 1 Gm. party in 
divided doses. 

ACHROMYCIN V is presented in capsules 


containing 250 mg. AcHROMycIN tetra- 





cycline, and 380 mg. Sodium Metaphos- 
phate. 
Bottles of 16, 100 and 1,000 Capsules. 


* Regd. Trademark. 




















ANAMID OF GREAT BRITAIN LTD., LONDON, W.C.2 
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-Sclavo 


Products for laboratory use 


DIAGNOSTIC REAGENTS 





The growing importance of 
DIAGNOSTIC AGENTS 


in Modern Medicine. 


TYPHOID RAPID TEST “Sclavo” 


Antigen for the immediate diagnosis of typhoid-paratyphoid 
infections (for the detection of *‘O” agglutinin in the blood). 


BRUCELLA RAPID TEST “Sclavo” 


Antigen for the immediate diagnosis of brucellosis (for the 
detection of antibodies of Brucella melitensis, Brucella 
abortus and Brucella suis). 


C-REACTIVE PROTEIN TEST “Sclavo” 


Antiserum for the determination of C-reactive protein in 
human serum (more reliable and sensitive than E.S.R.). 
‘*. . . the latest and most significant advance for the detection 
of inflammatory diseases . . . ” 


ACID-TEST “Sclavo ” 


Acid-test for the determination of gastric acidity without 
catheter. 
“*. .. the test requires no special apparatus or technique and 


99 


is eminently suitable for the doctor in practice. . .”’. 





Prepared by 
ISTITUTO SIEROTERAPICO E VACCINOGENO TOSCANO 


Direttore : wih SCLAVO s SIENA 


Prof. Dr. Domenico d’Antona ( Ital y ) 
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MICTINE’ 


Effective, 
Non-Mercurial 
Oral Diuretic 


STRUCTURE 

“Mictine,” brand of aminometradine, is 1-allyl-3- 
ethyl-6-aminotetrahydropyrimidinedione. It 
avoids the undesirable side-effects associated with 
mercurial, xanthine or sulphonamide agents. 


ACTION AND EFFECTIVENESS 

“‘Mictine” is believed to act by inhibition of 
sodium ion absorption in the renal tubule. In 
therapeutic dosage it has not caused any effect on 
glomerular filtration rate, renal plasma flow, 
cardiac output, heart rate or blood pressure, nor 
any alteration in the blood or blood-forming 
tissues or in renal or hepatic function. In a 
group of unselected patients 70 per cent. may be 
expected to respond to “ Mictine ”’. 


TOLERANCE 

“ Mictine ” is not toxic at therapeutic dosages. On 
the other hand, side-effects do occur such as head- 
ache and gastro-intestinal symptoms. These are 
reduced to a minimum if an interrupted dosage 
scheme is adopted. 


ADMINISTRATION 

“ Mictine” is indicated in the maintenance of an 
oedema-free state in any patient requiring diuretic 
therapy and the effecting of initial diuresis in all 
patients but those with severe congestive failure. 
For these purposes the dosageis one to four tablets 
daily in divided doses during meals on alternate 


SEARLE 


AFFERENT 
ARTERIOLE 


A PRODUCT OF SEARLE RESEARCH 













GOWMAN'S CAPSULE 


EFFERENT 
ARTERIOLE 





COLLECTING _Ja 






THE NEPHRON UNIT 


. — 





4 ~~ 
RENAL PELVIS 


days or on three successive days followed by 
four days without therapy. “ Mictine” is not 
intended to produce initial diuresis in more severe 
congestive failure; however, “ Mictine” may be 
given when other diuretics are contra-indicated, 
or if tolerance to them has developed. 


Available in bottles of 25, 100 and 500 tablets 
each containing 200 mg. aminometradine. 


Full literature is available to the medical profes- 
sion on request. G. D. Searle & Co. Ltd., High 
Wycombe, Bucks. Tel. High. Wycombe 1770. 


* Registered Trade Mark 


MI: P86 
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ADRENOXYL 





Reduces the mean bleeding-time 


Adrenoxyl reduces the mean bleeding-time by decreasing the permeability and 
increasing the contractility and resistance of the capillary wall. 


A dry field at operation 


Adrenoxy] has been successful in diminishing capillary bleeding in a wide range 

of surgical operations. It has proved particularly useful in ear, nose and throat, 

ophthalmic and plastic surgery. In plastic surgery of the face it has been reported 

— ne there is less swelling and bruising when Adrenoxyl has 
en Uu . 


No side effects 


Adrenoxyl does not have any side effects or contraindications. It does not 
affect blood coagulation, blood pressure or pulse rate and does not possess any 
sympathomimetic properties. 


In medical conditions 
Adrenoxyl has been used with success in those medical conditions associated 
with capillary fragility. 


In the British Medical Journal (April 21st, 1956) a correspondent confirmed the 
velue of Adrenoxyl in providing a dry field for the surgeon and in shortening the 
duration of the operation. 


Packs 


Ampoules: Boxes of 6 and boxes of 50. 
Each ampoule contains 0.75 mg. of adrenochrome 
monosemicarbazone dihydrate. | 


Tablets: Tubes of 25 and bottles of 500. : 
Each tablet contains 2.5 mg. of adrenochrome 
monosemicarbazone dihydrate. 


The best results are obtained when both tablets and ampoules are used. 


HORLICKS LIMITED 


Pharmaceutical Division Slough Bucks 
Literature and samples are available on request to the Medical Information Dept. 
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In Hay Fever... 





wer Sandosten Nasal Spray 
: ( + Calcium-Sandoz + Ephedrine ) 





Packing : 
Plastic Nebulisers of 10 mi. 








For long-lasting nasal decongestion 
in hay fever and vasomotor rhinitis 


Treatment may be supplemented by :- 
Sandosten+ Calcium-Sandoz Syrup or Effervescent Tablets. 


SANDOZ PRODUCTS LIMITED, LONDON, W.I 
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hypermotility : 
Pod 
f 
: anxiety tension 6 


‘Combat the 


peptic ulcer triad with 
Collubarb tablets 


Each active constituent in COLLUBARB has a specific function in the 
treatment of dyspepsia, hyperacidity and peptic ulceration, and pro- 





vides effective symptomatic relief. 





HYPERCHLORHYDRIA Aluminium Hydroxide 5 gr. (320 mg.) 
ANXIETY TENSION Phenobarbitone } gr. (16 mg.) 
HYPERMOTILITY Atropine Sulphate 1/500 gr. (0.13 mg.) 


Presentation Cartons of 24 and 100 (film wrapped) 
Containers of 500 


7 


EoicAl 


EVANS MEDICAL SUPPLIES LTD, LIVERPOOL & LONDON 


SSSSSSSSSSSSESSSSSSSSSSSSSSSSSSSESSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSSESSSSSSSSSSSHSSSSSSSSSSSSSSSSESSSSSSSSSSSESSSSSSESESSSSESSSSSSHCEHSESESSSESSESSEESSESES 
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Dibistin 
(0-05g. Antistin* and o-025g. Pyribenzamine* ) 
DOUBLE ANTIHISTAMINE THERAPY 


ENSURES WIDER RANGE OF 


CONTROL IN ALLERGIC DISORDERS 


Bottles of 20, 100 and 500 tablets 











” + * bd 
Dibistin Cream 
(1% Antistin and 1% Pyribenzamine) 
PARTICULARLY VALUABLE IN ALLERGIC SKIN DISORDERS 


WHERE PRURITUS IS SEVERE 


Tubes of 1 oz. Jars of 1 Ib. 


CIBA 


* Trade Marks 
CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone: Horsham 4321 Telegrams: Cibalabs, Horsham 

















[- 
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Of proved value in the treatment of mild to moderate 
hypertension, ‘Rauwiloid’ is a purified and standardized 
fraction of Rauwolfia serpentina in tablet form. It lowers 


elevated blood pressure gradually, slows the pulse rate, 
and so reduces cardiac effort. A calm, tranquil sense 
of well-being is induced, without drowsiness, and with 
little impairment of alertness. Dosage is not critical, 
and there are no important side-effects or contra- 
indications. Mental depression is unlikely to be encoun- 
tered when ‘Rauwiloid’ is used in the recommended 
dosage. It is the medicament of choice for hypertension 


in its early stages, in order to arrest progression. 








*Rauwiloid’ contains 2mg. of the active hypotensive 

Ikaloids of Ri Ifia serpentina per tablet, undesirable 

constituents of the crude root being excluded by the 
extraction process. > 


Dosage is simple—two tablets taken at bedtime. 
Full literature on request. 


*Rauwiloid’ is a registered trade-mark. Regd. Users: 


RIKER LABORATORIES LIMITED 
LOUGHBOROUGH Leics 
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Permit the hay fever patient 
to get out and about 


The hay fever patient views the summer months with 
dread, but his anticipation and indeed, the realisation 
of his pleasures and activities need not be marred. 
With modern therapy, the distressing symptoms can 
be adequately controlled. 


Piriton, an improved antihistamine, is unexcelled in 
the degree and speed of relief that it affords and its 
freedom from side-effects. 


Piriton is available in a wide range of practical 
dosage forms to suit all ages. 


PIRIETON 


(Chlorpheniramine maleate) 


Piriton Duolets in bottles of 25 and 250 Duolets; 

Piriton Tablets in bottles of 25 and £00 tablets; 

Piriton Injection in ampoules of 1 c.c. in boxes:of 
5 and 100 ampoules; 

Piriton Syrup in bottles of 4 fluid ounces. 


CS7/244-5 
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Well in the lead... 


This EFFECTIVE oral penicillin, Penicillin-V 






Lilly, has been proved by extensive clinical use to 






give results comparable with parenteral penicillin. 







Available as 





*Pulvules’ 125 mg. and 250mg. 
and 
Suspension 62.5 mg. per teaspoonful. 


PENICILLIN-V LILLY 












EL! LILLY AND COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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-Upon many of its victims, hay-fever imposes an almost 
intolerable burden . . . a life sentence of disrupted summers. 
To such patients, ‘ Actidil’ can mean the rediscovery of 
summer’s pleasures. Most potent of all antihistamines, 

‘ Actidil’ is remarkably quick to take effect. Indeed, the 
interval between administeation and onset of relief has been 
reduced to a matter of minutes. Yet these exceptional benefits 
are available to patients of all ages, for ‘ Actidil’ has a 
particularly wide safety margin and little tendency to evoke 
the drowsiness and other side-effects so often associated with 


antihistamine action. 


TODAY’S MOST POTENT ANTIHISTAMINE 
yet safe for your youngest patient 


FOR ADULTS 

Tablets (2°5 mgm.) : Bottles of 25, 100 
‘ACTID i Lt’ hp 

FOR INFANTS AND CHILDREN 
BRAND TRIPROLIDINE HYDROCH Elixir (1.mgm. ‘ Actidil’ per fluid 


drachm): Bottles of 20 fl. oz. 


BURROUGHS WELLCOME & CO., LONDON 


(THE WELLCOME FOUNDATION LTD.) 
and 18, MERRION SQUARE, DUBLIN. Telephone Dublin 65751-2 
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On to Farex. First for weaning—his sound 

and gentle introduction to solids. And on for 
months to come, his basic body-building 

food. And wisely on again into school days, Farex 
—the staple foundation of the daily diet, nourishing, appetizing, 

that can be flavoured with his favourite fancy. The easily assimilable 
nutriment of Farex is also of great value for the special diets of invalids, 
convalescents, the dyspeptic and the elderly. 


F A R E X 3-Cereal food 


TRADE MARK 


In 10 oz. cartons 


GLAXO LABORATORIES LTD., ui GREENFORD, MIDDLESEX BYRON 3434 











When spring means Hay Fever 


NEOPHRYN with Antihistam!ne nasal 

spray safely relieves the symptoms of allergic 
rhinitis. Nasal congestion is relieved and 
local irritation reduced, without rebound 


congestion or other troublesome side-effects. 


1-m-hydroxy-«-methylaminomethy! benzy/ 
alcohol HC! 0.5%, with thenyldiamine 
HC/0.1%, supplied in a yellow plastic 
atomiser. Basic N.H.S. cost: 2s. 8d. 


with Antihistamine 


3Se:RAM EB PRODUCTS LIMITED 


Neville House, Kingston-on-Thames, Surrey 
Associated exporting company: WINTHROP PRODUCTS LIMITED 

















ORIGINAL 


PROGNOSTIC FACTORS IN MYOCARDIAL 
INFARCTION 


G. E. Honry 
B.M. Oxfd, M.R.C.P. 
SENIOR MEDICAL REGISTRAR, UNITED OXFORD HOSPITALS 


8. C. TRUELOVE 
M.A., M.D. Camb., M.R.C.P. 
ASSISTANT PHYSICIAN, NUFFIELD DEPARTMENT OF CLINICAL 
MEDICINE, UNIVERSITY OF OXFORD 
From the Radcliffe Infirmary, Oxford 


SmncE the early reports by Obrastzow and Straschesko 
(1910), Herrick (1912, 1919), MeNee (1925), and Gibson 
(1925), coronary thrombosis has become well recognised, 
and it now ranks as one of the more common causes for 
emergency admission to hospital. Probably the condition 
has truly become much commoner, but nowadays one 
reason for admission to hpspital in many cases of this con- 
dition is the development of treatment with anticoagu- 
lants—a form o* therapy best controlled in hospital. 

We need to know whether the prognosis of this 
dangerous illness has been much changed by the use of 
anticoagulant therapy, and to define other factors which 
have a bearing on either the immediate or the long-term 


TABLE I-—-ANNUAL ADMISSIONS FOR CORONARY THROMBOSIS 
Percentage 
Treatment- Year No. of Total for | treated with 
period ‘ admissions period anti- 
coagulants 

1940 8 
1941 11 
1942 7 

1942 ° 14 . 

: 1944 18 110 0-0 
1945 18 
1946 15 
1947 19 
1948 29 
IC 

ul ptr on 170 37-1 
1951 61 
1952 81 

ll 1953 87 263 74:5 
1954 95 





Total 


prognosis. These questions are examined in the present 
study. 
SOURCES OF DATA 

The case-notes of al) patients with myocardial infarc- 
tion admitted to the Radcliffe Infirmary in 1940-54 
inclusive were analysed, together with those of a much 
smaller number of patients who developed the disease 
while in the hospital for other reasons. Only patients in 
whom there was no reasonable doubt about the diagnosis 
were included. In all cases the diagnosis was supported 
by electrocardiographic or necropsy evidence. A com- 
paratively small number of patients who were admitted 
late in the illness (for example, because of congestive 
cardiac failure due to myocardial infarction two or 
three weeks earlier) were excluded in order to keep the 
clinical material as homogeneous as possible. After these 
exclusions, there were 543 admissions available for 
analysis. Some patients were admitted more than once, 
and the number of patients was 506. We have chosen to 
treat each episode as a separate entity. 

We have taken the arbitrary period of two months 
(eight weeks) as representing the acute attack. The 
subsequent fate of patients who survived the acute 
attack was discovered in all cases, except for a man who 
was admitted to the Radcliffe Infirmary in 1950 and was 
known to be alive in 1953, but whom we were unable to 
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trace eubeoquentiy. With this solitary exception, it is 
known whether each patient was alive or dead when this 
study closed in January, 1956, and, if dead, the date of 
death and the certified cause. We are glad to express our 
thanks for information supplied by other hospitals and 
by family doctors. The patients themselves, their 
relatives, and their friends have all been very coéperative. 
The Registrar-General has been a valuable source of 








TABLE II—THE DAILY NUMBER OF DEATHS DURING THE ACUTE 


ATTACK 
mms No. of Average daily 
Time deaths deaths 
Ist day 6 a vr 62 62 
2nd day .e aia 13 13 
Rest of Ist week ie <h 42 8-4 
2nd week ahs ey 35 5-0 
3rd week 16 2-3 
4th week oz aa — 7 1-0 
5th week os ae ae 5 0-7 
6th week sg he 6 0-9 
Re st of 2nd month ;. as y 0-5 
Total 195 
information. From the data obtained in these various 


ways, factors affecting long-term prognosis were assessed. 

There were certain advantages in making this study in 
the Radcliffe Infirmary : 

(a) It is the only general hospital admitting emergencies 
from the city of Oxford and a surrounding rural district. 

(6) It is the main teaching hospital of the University of 
Oxford ; the case-notes are well kept and there is an efficient 
records department. 

(c) The laboratory estimations on which the control of 
anticoagulant therapy is based are done under the direction of 
pathologists who are authorities on blood coagulation (Biggs 
and Macfarlane 1953). 


PROGNOSIS IN THE ACUTE ATTACK 


During the period under review, the annual number of 
admissions to hospital increased progressively, the chief 
rise being between 1947 and 1952, when anticoagulants 
began to enjoy a vogue in treatment. Before 1948 no 
patient was treated in the Radcliffe Infirmary with anti- 
coagulants. In 1948, 4 patients out of 29 admitted were so 
treated ; and in 1951, 36 out of 61 admitted. Since 1951, 
3 out of every 4 patients have been treated with anti- 
coagulants, and there has been little change from year 
to year. Throughout the hospital it has been usual to 
treat -patients with anticoagulants unless there were 
contra-indications. We can therefore define three treat- 
ment - periods 
—1940-47, 
1948-51, and 
1952-54 
(tabler). 

When big- 
ger numbers 
of patients 
are admitted 
‘at the same 
time as a new 
treatment is 
coming into 
regular use, 
any results 
must be 
interpreted 
cautiously. 
A seeming 
improvement 
in prognosis 
may be 
attributed 
to the new 
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TABLE IlI—FATALITY-RATE IN ACUTE ATTACK BY AGE AND SEX 





Men Women 
1 Deaths Deaths 
. No. of No. of 
patients patients 
No % No. % 
<40 10 1 10-0 0 0 0-0 
40 56 18 32-1 15 3 20-0 
50 119 37 31-1 30 8 26-7 
60 118 38 32-2 61 24 39-3 
70 57 31 54-4 58 21 36-2 
80 12 10 83-3 7 4 57°1 
Totals 372 135 36-3 171 60 35-1 


therapy when in fact it is due to the admission of less 
severe cases. In making the analysis, we have therefore 
kept separate the groups of patients who were admitted 
in the three main periods of time, and have further 
subdivided them according to whether or not anti- 
coagulants were used. In presenting the results we have 
often fused these subgroups in the interests of brevity, 
but only after satisfying ourselves that no distortion is 
caused by so doing. 


Death in the Acute Attack 


Among the 543. admissions, there were 195 deaths 
(34:9%) within two months of admission (table 1). 
The outstanding feature is the high fatality during the 
first day, followed by a progressive fall in the average 
daily deaths until the end of the fourth week, when the 
curve of deaths flattens out and runs at a low level 
(fig. 1). No less than a third of all the deaths in the acute 
attack took place on the first day in hospital. The 
danger of this first twenty-four hours is emphasised by 
the realisation that 1 patient in every 9 admitted died 


Early Deaths 

In view of the large number of deaths soon after 
admission to hospital, it is convenient to separate off the 
deaths in the first forty-eight hours from the later deaths. 
For several reasons, we have chosen the period of forty- 
eight hours to cover what we shall refer to as “‘ early 
deaths.”’ 

First, it is sometimes difficult to decide from the case-notes 
whether a patient died exactly within twenty-four hours or 
not, so that a small error arises from this “‘ fringe effect ”’ ; 
the error is less if the division is made at forty-eight hours. 

Secondly, when considering the usefulness of anticoagulants, 
it is convenient to be able to eliminate the deaths in the first 
forty-eight hours, to give a reasonable length of time for the 
treatment to be instituted and become effective. 


All deaths later than forty-eight hours after admission 
have been called “‘ late deaths.”’ 
Factors Affecting Prognosis in the Acute Attack 

Age and sex.—Coronary thrombosis i# much commoner 
in men than in women, and there were more than twice 


TABLE V—FATALITY-RATE IN ACUTE ATTACK IN RELATION TO 
HISTORY OF ANGINA OF EFFORT 


Deaths 





History of No, of 
angina patients | 
No. % 
Positive. . 217 81 37-3 
Negative 326 114 35-0 


as many men as women in this series (table m1). On 
average, the condition arose in women at a later age than 
in men (fig. 2). Two-thirds of the men were admitted 
between the ages of 50 and 70, and two-thirds of the 
women between the ages of 60 and 80. In each sex, the 

fatality increased with 


























40 30 advancing years ; but in 

80 each age-group women 

x 4 . tended to have a lower 
we 70 fatality-rate than men 
8. 50r 1 & (fig. 3). There were 
rm y, 60 therefore two opposing 
a 1 = influences affecting the 
S= 20h | = fatality-rate by sex: 
Ry > 40 the women included a 
Si - a 3 greater proportion of 
SS X 30 elderly subjects who 
S, 'OF 1 were more liable to die, 
2 20 but in all age-groups 

gt 7 but one the women had 

0 fa | ee a be “y a better chance of sur- 

<40 40-49 50-59 60-69 70-79 80+ o Lee Ba | by | Ba | gs : vival than the men. 

AGE (Yr.) <40 40-49 50-59 60-69 70-79 60+, These two processes 

Fig. 2—Percentage distribution of all cases in each sex AGE (Yr.) counteracted one 
by age. Fig. }—Fatality-rates by age and sex. another so evenly that 


within this period. This reflects the fact that the Radcliffe 
Infirmary receives a large proportion of its patients as 
acute emergencies soon after the actual infarction. (The 
results obtained in different hospitals are difficult to 
compare because of differences in the proportion of 
patients admitted in the earliest and most dangerous 
stage of the disease.) 


TABLE IV-—-FATALITY-RATES IN FIRST AND SUBSEQUENT 
ATTACKS 
~~ Deaths 

No. of 
patients 

No. % 

First attack .. 455 170 37-4 

Second or later attack = 88 25 28-4 


the net result was an 
almost exactly equal fatality-rate for men and women. 
Because of this, in many of the succeeding sections the 
patients are treated as a whole. 


History of a Previous Attack 


It is commonly held that a second or subsequent attack 
is more dangerous than the first attack of myocardial 


TABLE VI-—PRE-EXISTING HYPERTENSION RELATED TO 
FATALITY-RATE IN THE ACUTE ATTACK 





Deaths 
History of previous No. of 
hypertension patients | 
No % 
Positive. . 180 57 31°7 
Negative 363 138 } 38-0 
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TABLE VII—PREVIOUS BREATHLESSNESS ON EXERTION RELATED 
TO FATALITY-RATE IN THE ACUTE ATTACK 





History of er seatis 
breathlessness on oh ae 
exertion patients s ; 
No. % 
Positive. . se ae 196 69 35-2 
Negative - rae 347 126 36°3 


TABLE VIII—FATALITY-RATES AMONG PATIENTS DEVELOPING 
CORONARY THROMBOSIS AT REST AND ON EXERTION 





Deaths 
Mode of No. of 
onset patients 
No. % 
At rest .. ee os 296 102 34-5 


Onexertion .. o* 181 54 29-8 
infarction. In 88 admissions in the present series there 
was a clear-cut history of a previous attack—treated at 
the Radcliffe Infirmary’in 37 cases and elsewhere in 51. 
There was no appreciable difference in the mortality- 
rate between these 88 patients and those admitted in 
their first episode (table rv). 
Previous Angina of Effort 

No less than 40% of the patients had a history of 
angina of effort. The two sexes were almost identical 
in this respect. We have not counted angina of effort 
noticed for the first time in the ten days preceding the 
frank infarction leading to admission, for this may be a 
prodroma to the infarction. In neither sex was the 


TABLE IX—SHOCK AND HYPOTENSION RELATED TO DEATHS IN 
THE ACUTE ATTACK (I.E., IN FIRST TWO MONTHS) 


Deaths 
Shock and No. of 7 
hypotension patients 
No. 9 

Both os af a 41 26 63°4 
Shock alone én - 50 23 46-0 
Hypotension alone 21 11 52-4 
Neither . . es 431 135 31-3 


TABLE X—EARLY DEATHS (I.E., IN FIRST FORTY-EIGHT HOURS) 
RELATED TO SHOCK AND HYPOTENSION 


Early deaths 


Shock and No. of 
hypotension patients 
No. % 
Both ea aa 41 22 53-7 
Shock alone... wd 50 12 24-0 
Hypotension alone - 21 5 23-8 
Neither of fond 431 36 8-4 


fatality-rate affected by a history of angina of effort 
(table v). 


Previous Hypertension 

A third of the patients were known to have been 
hypertensive before the onset of myocardial infarction. 
By hypertension we imply a systolic pressure of more 
than 160 and a diastolic pressure of more than 100 mm. Hg. 
Hypertension was commoner among women patients 
(41-5%) than among men (29-3%)—a difference which 
is significant. The fatality-rate was unaffected by 
pre-existing hypertension (table v1). 
Previous Breathlessness on Exertion 

More than a third of the patients had been breathless 
on exertion for at least some months. This, too, had no 
effect on the fatality-rate (table vim). There was no 
appreciable difference in mortality here between men 
and women. 
Mode of Onset of Infarction 

It is often taught that coronary thrombosis usually 
begins when the patient is at rest. In tais series the 
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circumstances of the onset were clearly specified in 477 
instances. In 181 of these, the infarction occurred during 
exertion; this made little difference to the outcome 
(table v1). The proportion of cases in which the infare- 
tion developed during exertion was the same in men and 
in women. 


Shock and Hypotension 

If patients arrived at hospital in a state of clinical 
shock or with hypotension, their prognosis was much 
worse than if they had neither. We have accepted the 
statement of the admitting doctor that ‘‘ shock’’ was 
present or absent; by hypotension is meant a systolic 
blood-pressure of less than 100 mm. Hg. In many cases 
these two features were combined, and the outlook was 
TABLE XI—LATE DEATHS (BETWEEN FORTY-EIGHT HOURS AND 


TWO MONTHS AFTER ADMISSION) RELATED TO SHOCK AND 
HYPOTENSION ON ADMISSION 





Deaths 
Shock and/or No. of Siete 
hypotension patients 
No. % 
Present . . e rie 73 21 28-8 
Absent .. os ni 395 99 25:1 


TABLE XII—LATE DEATHS (FORTY-EIGHT HOURS TO TWO 
MONTHS) RELATED TO DIABETES MELLITUS 





Deaths 
Diabetes mellitus No. of S._- 
patients 
No. % 
Present .. aa aun 37 19 51-4 


Absent .. ole os 431 101 23-4 


then even worse, nearly two-thirds of’ such patients 
dying (table rx). 

The increased fatality among patients admitted with 
shock or hypotension occurred solely in the first forty- 
eight houfs (table x), the survivors of this period having 
the same prognosis thereafter as other patients (table x1, 
fig. 4). 


Diabetes Mellitus 

Diabetic patients with myocardial infarction did 
badly. The surplus of deaths among diabetics was 
solely among the late deaths (table x11). 


History of Cardiac Asthma 

A ‘history of cardiac asthma had a bad prognostic 
significance—an effect almost confined to the late deaths 
(table x11). 


Evidence of Cardiac Failure 

Any evidence of cardiac failure had a bad prognostic 
significance, for half of the patients with such evidence 
died. The effect was almost confined to the late 
deaths, and was much the same whether the failure 
was of the 
right side or 
the left side 
of the heart 
(table xrv). 





f=] Without } shock and/or 
With hypotension 


a 
°o 


SOF 
Arrhythmias 
40P Cardiac 
arrhythmias 


were also of 
bad prognostic 
import, though 
not as serious 
as evidence of 


<2 < . heart-failure ; 
Ist.2mos. Ist.48hr. 48hr-2mos. iis, eine ‘eas 


Fig. 4—Fatality-rates in acute attack according 
to pr or ab of shock and/or confined to the 
hypertension. late deaths 
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TABLE XIII-—LATE DEATHS (FORTY-EIGHT HOURS 
MONTHS) RELATED TO PREVIOUS HISTORY OF 
ASTHMA 


Deaths 
Previous cardiac No. of 
asthma patients 
No. % 
Present . . + ws 26 10 38-5 
Absent .. 442 110 24-9 


TABLE XIV-—-LATE DEATHS (FORTY-EIGHT HOURS TO TWO 
MONTHS) RELATED TO EVIDENCE OF CARDIAC FAILURE 


Late deaths 
‘ No. of 
Heart-failure patients 
No % 
en, ce abe he 3 325 61 18-8 
Right-sided — . 61 25 41 
41 


ne 


Left-sided e¢ oe 82 34 


(table xv). 17% of all admissions were complicated by 
arrhythmia. Heart-block and ventricular tachycardia 
were unusual, Multiple extrasystoles and auricular fibril- 
lation or flutter were roughly equally common ; and their 
prognostic significance also was equal. Excluding deaths 
in the first forty-eight hours, of 38 patients with multiple 
extrasystoles 14 died (36-8%), while of 39 patients with 
auricular fibrillation or flutter 15 died (38-5%). 


Cardiomegaly 

The size of the heart was definitely stated in 307 cases. 
If we take these as being reasonably representative, 
patients with gross cardiac enlargement (found clinically 
or radiologically) had a worse prognosis than those with 
hearts of normal size or only slightly enlarged. The 
effect falls chiefly on the late deaths (table xv1). 


Good-risk and Bad-risk Patients 
We can define two groups of patients—a ‘‘ good-risk ”’ 
group who show none of the factors included in the 


TABLE XV-—-RELATION BETWEEN CARDIAC RHYTHM AND LATE 
DEATHS (FORTY-EIGHT HOURS TO TWO MONTHS) 








. Deaths 
Cardiac rhythm R. 2.5 
No. % 
Sinus rhythm % ay aT aa a (a 89 a 23-1 
Arrhythmia - a 83 31 37°3 


TABLE XVI—RELATION BETWEEN HEART SIZE AND LATE DEATHS 
(FORTY-EIGHT HOURS TO TWO MONTHS) 





4 Deaths 
Heart size jue 
No o 
Normal or sl. enlarged ; 241 eae 48 wy 19-9 4 
Grossly enlarged ba 48 16 33-3 


left-hand column of table xvm, and a “‘ bad-risk ’’ group 

in which one or more of these factors is present (table xvim, 

fig. 5). 

Effect of Age on Prognosis in Relation to Good and Bad Risk 
In an earlier section it was shown that the older age- 

groups were more prone to die than the younger. In 

good-risk patients the fatality-rate increased with 


advancing age, whereas in bad-risk patients the fatality- 
rate was not much influenced by age, being remarkably 
constant until the age of 70. -This is equally true for total 
deaths and for deaths after the first forty-eight hours 
(tables xrx and xx, fig. 6). 

The proportion of good-risk patients was highest in 
the younger age-groups (table xx). 


Taking the series 
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as a whole, the younger age-groups had a better prognosis 
for two reasons : 

(a) They contained a bigger proportion of good-risk 
patients. 

(b) The good-risk cases had a better prognosis in the 
younger age-groups. 
Effect of Anticoagulant Therapy 

During the period covered by the present series, the 
outstanding change in therapy was the introduction of 
anticoagulants, which were being widely used during the 
closing years of this study. It has been generally accepted 
that anticoagulants exert a highly beneficial effect on 
the course of myocardial infarction; and direct com- 
parison of the patients in the present series who were 
treated with anticoagulants with those who were not so 
treated suggests that anticoagulants have substantially 
lowered the fatality-rate (table xxm). But when patients 
have not been allocated at random to one form of therapy 
or another, the results may be biased by selection in the 
choice of patients for treatment. In the present series 
there is strong evidence that such bias has been intro- 
duced. Tables xxmm and xxtv and figs. 7 and 8 set out 


TABLE XVII—-FACTORS ASSOCIATED WITH BAD PROGNOSIS IN 
THE ACUTE ATTACK 


Factors unassociated with 
bad prognosis 


Factors associated with 
bad prognosis 








Associated with early deaths : 
Clinical shock on admission 
Hypotension on admission 


Associated with late deaths: 
History of cardiac asthma 
Cardiac failure 
Arrhythmias 
Gross cardiac enlargement 
Diabetes mellitus 


Previous attack of myocardia) 
infarction 
Previous angina of effort 


Previous breathlessness on 


exertion 

Previous hypertension 

Mode of onset of infarction (at 
rest or on exertion) 


the fatality-rates for the three treatment-periods and in 
relation to treatment. Taking period 1 (when no anti- 
coagulants were used) as the starting-point, the fatality- 
rates in periods 1 and 1 fall progressively among 
the patients treated with anticoagulants, but rise 
progressively among the patients not so treated. The only 
likely explanation is that the patients not given anti- 
coagulants included an increasingly high proportion with 
a bad prognosis. Any direct comparison between the 
patients treated with anticoagulants and those not so 
treated is therefore invalid. 

With our present data, the nearest we can get to a fair 
assessment of the effects of anticoagulant therapy is to 
present the overall results for the three periods, which 
will show the net effect of the introduction and subse- 
quent extensive use of anticoagulant therapy. There 
has been some improvement in the overall fatality-rate 
in period 11 when anticoagulants were being extensively 
used (table xxv, figs. 9 and 10), and the effect is entirely 
in the late deaths. There is therefore prima-facie evidence 
that anticoagulants have been beneficial, but the fatality- 
rate remains substantial and even the improvement in 
late deaths is not statistically significant. 

Moreover, the composition of the three period-groups 
must be considered, especially in relation to those factors 


TABLE XVIII—DEATHS AMONG GOOD-RISK AND BAD-RISK 


PATIENTS 


Late deaths 


Total deaths (early deaths excluded) 


Group 





Deaths Deaths 
No. of No. of ted 
patients patients 
No. % | No. % 
Good risk .. 152 26 17-1 142 16 11-3 
Bad risk 391 169 43-2 326 104 31-9 
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which we have demonstrated as having an influence on 
prognosis. The three period-groups were closely similar 
in respect of the proportion of patients with recurrent 
attacks, previous hypertension, angina of effort, and 
breathlessness on exertion. The age-composition was 
also closely similar. With 
respect to the bad prognostic 
factors, the general picture 
is best seen from the propor- 
tion of good-risk patients in 
the various periods. Period 11 
had the highest proportion 
of patients falling in the good- 
risk class (table xxv1). 

4 This fact alone would 
account for some of the 
improvement in prognosis 
in period m1. Whether it 
accounts for it fully can be 
seen by constructing a table 
in which the fatality-rates 
observed for good-risk and 
bad-risk cases in period 1 
are used as the standard by 
which ‘‘expected’’ deaths 
are calculated for periods 11 and 11 (table xxvn). There 
were only 86 deaths in period 111 instead of the 96 which 
would be expected from the number of good-risk cases 
if anticoagulants had no effect, so some true improve- 
ment can be said to have taken place. The proportion 
of patients dying within forty-eight hours after admission 
was closely similar in periods I and 11, so the improve- 
ment over expected values is to be found among the late 
deaths. 





Good risk 
SOF Bad risk 


40 4 


30 a 


FATALITY-RATE (%) 











Total Late 
deaths deaths . 
Fig. 5—Fatality-rates in acute 
attack of good-risk and bad- 
risk groups. 
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Fig. 6—Fatality-rates in acute attack among good-risk and bad-risk 
cases related to age. 


We have made a further calculation on slightly 
different lines. From the total series, age-specific fatality- 
rates can be calculated for both good-risk and bad-risk 
cases (tables xrx and xx). Then, for each period, the 
expected number of deaths can be estimated while taking 
account simultaneously of the number of good-risk and 
bad-risk cases in each age-group. In effect, one is making 
a ‘‘null hypothesis ’’ with respect to treatment and setting 
out the expected fatality rates on the assumption that 
treatment has not materially changed in efficacy and 


TABLE XIX-——TOTAL DEATHS RELATED TO AGE IN GOOD- AND 
BAD-RISK GROUPS 








Good-risk Bad-risk 
Age (yr.) Deaths Deaths 
' No. of No. of 
patients patients 
No. % No. % 

<50 31 2 6°5 50 20 40-0 

50- 56 10 17-9 93 35 37°6 

60 40 7 17°5 139 57 41-0 

70- 25 7 28-0 109 59 54-1 
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TABLE XX-—LATE DEATHS RELATED TO AGE IN GOOD- AND 
AND BAD-RISK GROUPS (EARLY DEATHS EXCLUDED) 


Good-risk Bad-risk 
Age (yr.) Deaths Deaths 
No. of No. of 
patients patients 
No. 6 No % 

<50 30 1 3°3 41 11 26-8 

50- 51 5 9-8 76 18 23-7 

60- 39 6 15-4 120 36 30-0 

70 22 4 18-2 89 39 43:8 


TABLE XXI-—-PROPORTION OF GOOD-RISK CASES IN EACH 
AGE-GROUP 


Good-risk cases 


Age (yr.) No. of 
cases 
No. % 
<50 81 31 38:3 
50- 149 56 37°6 
60- 179 40 22-3 
70- 134 25 18-7 
Total ¥ 543 152 28-0 


the only prognostic factors which matter are the age and 
numbers of good-risk and bad-risk cases in the successive 
periods. If anticoagulant treatment has revolutionised 
the outlook in the acute attack, the observed fatality- 
rates should differ sharply from expected rates, being 
worse than expected before the onset of anticoagulant 
therapy and better than expected after it was widely 
used. In fact there are some differences in these directions 
between observed and expected rates, but they are not 
large (table xxvim1). In other words, the data in 
table xxvii agree with those in table xxvil in suggesting 
that anticoagulants have had only a small beneficial 
effect on the fatality of myocardial infarction in this 
hospital. The total saving of lives in period m1, when 
anticoagulants were extensively used, was of the order_of 
10 lives out of 263 admissions. 

In view of this, it is of interest to examine the causes 
of death in the successive treatment-periods. The 
proportion of fatal cases examined at necropsy was 
about 70% in all periods. From a detailed examination 
of the necropsy reports, the salient point emerges that 
the widespread use of anticoagulants has been accom- 
panied by a striking reduction in the number of deaths 
from-pulmonary embolism. In other respects, there was 


TABLE XXII—DIRECT COMPARISON OF PATIENTS TREATED WITH 
ANTICOAGULANTS WITH PATIENTS NOT SO TREATED 
Total deaths Late deaths 


Anti- Deaths Deaths 





coagulants No. of No. of 
patients patients 
ty) % No % 
Given és 259 59 22-8 239 39 16°3 
Not given .. 284 136 47-9 229 81 35-4 


no obvious difference in the immediate causes of death 
in the three treatment-periods. 

Before anticoagulant therapy. became generally used, 
about 6% of the patients surviving the first forty-eight 
hours died from pulmonary ‘embolism, whereas in the 
latest treatment-period only about 1% did so (table xx1x). 

The final column of table xxtx shows estimated 
based on the assumption that the patients examined at 
necropsy were an unselected sample of the late deaths; we 
believe this assumption to be sound, because the usual reason 
for an absence of necropsy was that the relatives refused 
permission. 
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TABLE XXIII—TOTAL DEATHS RELATED TO TREATMENT-PERIOD 
AND USE OF ANTICOAGULANTS 


Without 
anticoagulants 


With 
anticoagulants 
Patients 
given 








Period antico- 
agulants Deaths Deaths 
(%) No. of No. of 
patients patients 
No. % No. % 
I 0 os ee rem 110 44 40-0 
(1940-47) 
Il 37-1 63 17 27-0 107 48 44-9 
(1948-51) 
In! 74:5 196 42 21 67 44 65:7 
(1952-54) 


The use of anticoagulant therapy has therefore saved 
about 11 lives which would otherwise have been lost 
through pulmonary embolism. About 10 fewer patients 
died in period 1 than one might have expected from 
what had happened in period 1. The similarity between 
this improvement and the saving of life by protection 
from pulmonary embolism makes us conclude that the 
only substantial effect of anticoagulant therapy is to 
prevent death from pulmonary embolism. 


TABLE XXIV—LATE DEATHS RELATED TO TREATMENT-PERIOD 
AND USE OF ANTICOAGULANTS (EARLY DEATHS EXCLUDED) 


ORIGINAL ARTICLES 


With Without 
Patients anticoagulants anticoagulants 
given 
Period antico- 
a Deaths Deaths 
— No. of No. of 
” patients patients 
No. % No. % 
I 0 <3" ee oa 92 26 28-3 
(1940-47) 
II 39-5 60 14 23°3 92 33 35-9 
(1948-51) 
TI 79-9 179 25 14-0 45 22 48-9 
(1952-54) 
Discussion 


The most arresting feature of the present study has been 
the finding that extensive use of anticoagulant therapy 
has not made a dramatic difference to the fatality-rate of 
myocardial infarction in this hospital. It is true that some 
improvement has taken place since this form of therapy 
was introduced, but this can be accounted for by the 
nearly complete abolition of death due to pulmonary 
embolism. There seems little doubt that anticoagulants 
are very effective in this respect. The success of anti- 
coagulant therapy in preventing pulmonary embolism 
is evidence that this form of treatment was being effec- 
tively administered in this hospital. We therefore 
conclude that anticoagulants do not have any major 
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influence upon the course of an established myocardial 
infarct per se, although they save some lives by remov- 
ing almost completely the dangerous complication of 
pulmonary embolism. 

This conclusion does not go as far in support of anti- 
coagulant therapy as that of its more enthusiastic 
advocates. For example, Wright et al. (1948, 1950, 1954) 
claimed that anticoagulant therapy with dicoumarol 
produced a significant reduction in fatality during the 
acute attack. Their opinions have been widely acclaimed, 
for they are based on the results of a large-scale thera- 
peutic trial carried out under the egis of the American 
Heart Association. At first glance their results appear 
impressive, for the fatality among those treated with 


TABLE XXV—OVERALL FATALITY-RATES IN THE THREE 
TREATMENT-PERIODS 
Total deaths Late deaths 


Deaths 








Period Deaths 
No. of No. of 
patients patients 
o. 9 o. % 
I 110 44 40-0 92 26 28-3 
II 170 65 38-2 152 47 | 30-9 
mr 263 86 32-7 21-0 


224 el 


anticoagulants was 16%, as against 23% for a control 
group not receiving this treatment. But there are certain 
disturbing elements in the design and conduct of their 
trial. 

The most important criticism is that it was laid down that 
patients admitted on an odd day of the month would be 
treated with anticoagulants, whereas those admitted on even 
days would not. It should be a cardinal rule in any controlled 
therapeutic trial that a patient should first be selected as 
suitable for admission into the trial and then be allotted at 
random to one or other forms of treatment. Any failure to 
insist on this creates the opportunity for bias. In the case 
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Fig. 10—Fatality-rates in acute 
attack, with early deaths ex- 
cluded, in each period. 


Fig. 9—Overall fatality-rates (in 
acute attack in each period. 
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of Wright et al.’s trial, the number of treated 
patients was considerably greater than the 
number of controls, the numbers being 580 and 
442 respectively. There are, of course, a few more 
odd days of the month than even days in the 
course of a year, but no% nearly enough to account 
for this big disparity in numbers between the two 
groups. Indeed, even allowing for the extra 
number of odd days in a year, such a big surplus 
of treated cases would happen by chance less than 
one in a thousand times ; so we can take it that 
bias has entered into the allocation of treatment. 
The authors themselves admit that, as the trial 
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Fig. 7—Fatality-rates in various treat- 
ment-periods related to treatment 
with anticoagulants. 


I 
PERIOD 
Fig. 8—Fatality-rates in acute attack, 

excluding early deaths, according to 

perio¢ and treatment with anti- 
coagulants. 


pit progressed, some patients were being put into the 


treatment group at the express wish of their 
relatives or private physicians, 


Tulloch and Gilchrist (1950) also presented 
evidence that anticoagulants were highly 
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TABLE XXVI—PROPORTION OF GOOD-RISK PATIENTS IN EACH 
TREATMENT-PERIOD 


Good-risk patients 
No. of 


Period patients 


I 110 27 
pai 170 38 
Ir 263 87 


beneficial in myocardial infarction, those treated having 
a fatality-rate of 22-8%, as against 40-5% for the control 
group. 

Some of their patients were not given anticoagulant therapy 
because of some contra-indication ; but they do not mention 
whether equivalent patients were excluded from the control 
group. In fact, their control group was larger than the treated 
group, and this may have been due to a failure to exclude 
similar patients from each group. Our own data show that 
patients not treated with anticoagulants at a time when this 
form of therapy had become generally accepted had a very bad 
prognosis—considerably worse than the overall figure for the 
pre-anticoagulant era. In other words, if Tulloch and Gilchrist 
removed patients with a bad prognosis from their treated 
group and failed to remove similar patients from their control 
group, this would inevitably exaggerate the beneficial effects 
of anticoagulant therapy. 


A later paper by Gilchrist (1952) is open to more 
stringent criticism, for in this he has made a direct 
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TABLE XXVII—OBSERVED AND ‘“‘ FXPECTED’’ DEATHS IN THE 
PERIODS, USING PERIOD I AS THE STANDARD FOR CALCULATING 
EXPECTED DEATHS IN GOOD-RISK AND BAD-RISK CASES 


No. of deaths 





Period 
Observed Expected 
I 44 44 
oO 65 69-6 
I 86 95-5 


comparison of patients treated with and without anti- 
coagulants over a period which begins well before the 
introduction of this therapy, passes through the ‘‘ con- 
trolled ’’ stage of 1947~49, and extends into 1951 when 
anticoagulants were being generally used except when 
specific contra-indications existed. 

In effect, Gilchrist was comparing 87 patients treated with 
anticoagulants in 1950 and 1951 with 77 patients not so treated 
before 1947. But he does not mention how many patients 
were unfit for anticoagulant therapy, and in our data (tables 
xx11 and xxtv, figs. 7 and 8) such patients had a bad 


TABLE XXVIII—OBSERVED AND EXPECTED DEATHS IN EACH 
TREATMENT-PERIOD 





Total deaths Late deaths 
Period | 
| No. of Observed|Expected) No. of Observed Expected 
} {patients deaths deaths* | Patients) deaths deaths* 
I ; 110 44 40-4 92 26 23-5 
u | 170 65 64-9 152 47 41-7 
Ill 263 86 92-6 224 47 54-7 


* Calculated on the basis of the age-composition and the number of 
good-risk and bad-risk cases in each age-group. 

TABLE XXIX—DEATHS FROM PULMONARY EMBOLISM IN THE 

THREE TREATMENT-PERIODS (EARLY DEATHS EXCLUDED) 
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prognosis. By ellaninabines them from the period 1950-51, 
Gilchrist was bound to show an improvement even if anti- 
coagulants had done nothing. Thus selection of cases probably 
exaggerated the beneficial effects of anticoagulant therapy. 


From our own hospital, Loudon et al. (1953) presented 
the results for the period January, 1948, to May, 1952, 
when anticoagulants were coming into vogue. By making 
a direct comparison of treated and untreated cases they 
found a highly beneficial effect from the use of anti- 
coagulant therapy. The period they took was almost the 
same as our treatment-period m (January, 1948, to 
December, 1951). Our own results show a highly signi- 
ficant difference between anticoagulant treated and non- 
treated patients (table xx11), but we have been able to 
show that most of this effect is due to bias in the selection 
of patients for anticoagulant therapy. This became more 
obvious as time went by, and in our latest treatment- 
period (1952-54), after we had excluded early deaths, 
nearly 50% of the patients not receiving anticoagulants 
died—a figure far in excess of that seen in period 1 before 
anticoagulants were introduced into this hospital (table 
XXII). 

Schilling (1950) has also advocated anticoagulant 
therapy. 

In his hospital in New York, one admitting-service treated 
patients with anticoagulants and the other did not. Patients 
treated with anticoagulants did much better than patients not 
treated, but he does not compare the overall results for the 
two services, which would have given the net effect of anti- 
coagulant therapy and would have removed the almost 
inevitable bias which is created if patients unsuitable for this 
form of therapy are excluded from one group and not from 
another. Moreover, the figures for the two groups added 
together are slightly worse than the overall figures for the 
hospital during the preceding four years when anticoagulants 
were not in use. 





When we look closely at the evidence that anticoagu- 
lants exert a major influence on the course of myocardial 
infarction, it becomes plain that this evidence is not 
strong enough to deter us from the conclusion that the 
sole benefitial effect of this therapy is to eliminate death 
due to pulmonary embolism. 


Summary 


In 1940-54 there were 543 admissions to the Radcliffe 
Infirmary because of acute myocardial infarction. 

In the acute attack (the two months after admission) 
there were 195 deaths (34:9%). 

A third of these deaths were on the first day. There- 
after the rate of dying fell off progressively. 

The presence of shock or hypotension or both when the 
patient arrived at hospital was associated with enhanced 
risk of death within forty-eight hours of admission. 

Among patients who survived the first forty-eight 
hours, a different set of factors was associated with 
enhanced risk of death during the rest of the acute 
attack. These were a history of cardiac asthma, evidence 
of cardiac failure (either left or right ventricular), cardiac 
arrhythmia (including multiple extrasystoles), gross 
cardiac enlargement, and diabetes mellitus. 

Factors which have sometimes been: supposed to 
be associated with a bad prognosis had no obvious 
association of this sort in the present series. These 
factors were a previous attack of myocardial infarction, 
previous angina of effort, previous breathlessness on 
exertion, and previous: hypertension. Prognosis was 
likewise unaffected whether the onset was with the patient 
at rest or during exertion. .- 

Anticoagulant therapy was first used in this hospital in 
1948 and was in extensive use by 1952. The overall 
effect of anticoagulant therapy on the fatality-rate has 
not been very great, and the improvement can be 
accounted for by the almost complete abolition of deaths 
from pulmonary embolism. 


(To be concluded) 
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CHRONIC LYMPHATIC LEUKAMIA 

THE two common forms of chronic leukemia stand 
in sharp contrast: whereas the myeloid variety follows 
a stereotyped and constant pattern, the lymphatic 
may assume any one of a dozen disguises. There are 
differences too in their age and sex incidence and in their 
therapeutic response. In chronic myeloid leukemia 
treatment may fairly be described as standardised ; 
but, because of the vagaries of the disease itself and its 
frequent association with other maladies, the manage- 
ment of chronic lymphatic leukemia demands high 
qualities of clinical judgment and therapeutic finesse. 

Chronic lymphatic leukemia can be defined only in 
descriptive terms. It is marked by proliferation of 
lymphoid cells throughout the blood-forming organs ; 
the cellular elements are usually mature ; in the lymph- 
nodes the proliferation is diffusely spread throughout the 
medulla, and the resemblance of each cell to its neighbour 
confers on the microscopic field an appearance of 
unrelieved monotony; destruction and infiltration of 
the stroma, the histological hall-marks of malignancy, 
are lacking (Robb-Smith 1938). In many instances this 
lymphoid overgrowth is associated with a rising tide 
of lymphocytes in the peripheral blood, but in the 
early phases this epiphenomenon may be absent. 

The difficulties of definition are of two kinds. First, 
the tissue changes described as characteristic of chronic 
lymphatic leukemia may occur without the peripheral 
lymphocytosis which has often been regarded as a 
diagnostic sine qua non. Secondly, a great increase 
in the number of lymphocytes in the blood may be accom- 
panied by tissue changes quite different from those of 
chronic lymphatic leukemia. 

When faced by the first situation, morbid anatomists 
haye been accustomed to apply the label of ‘‘ lympho- 
sarcoma’’; but, though some claim the ability to 
separate lymphatic leukemia from lymphosarcoma 
without reference to the blood-count, the majority 
believe it to be a distinction without a difference. In 
most instances the passage of time brings with it the 
typical blood picture of lymphatic leukemia. Some would 
regard this sequence as deserving the title ‘‘ lympho- 
sarcoma-cell leukemia,’ but this term is as imprecise 
as it is inelegant (Hauswirth et al. 1948) and, if it must 
be used, should be reserved for the escape of primitive 
lymphoid elements into the blood-stream which often 
marks the closing stages of reticulosarcoma. 

The second source of confusion is the presence of a 
leukemic blood picture with tissue changes other than 
those of leukemia. This may occur in lymphoid follicular 
reticulosis (follicular lymphoblastoma) and in Hodgkin’s 
disease. It is more easily understood in the first, where 
the cellular proliferation is lymphocytic, than in the 
second, where it is pleomorphic. 

In recent years I have seen 3 examples of lymphoid 
follicular reticulosis accompanied by a leukemic blood 
picture ; it is a well-recognised event and usually noted 
toward the close of the disease (Anday and Schmitz 
1952). In one it appeared only in the terminal phase ; 
in the second it was found when the patient first sought 
attention; and in the third it provided a transient 
epizode during the course of the illness._Jm none was the 
leucocytosis in excess of 30,000 per c.mm., and in all of 
them the cells were large lymphoid elements of unusual 


* The third Lettsomian lecture for 1957, delivered before the 
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appearance. Some workers would undoubtedly have 
called these cases lymphosarcoma-cell leukzmia. 

Several instances are recorded in which the tissue 
changes of Hodgkin’s disease were accompanied by 
the. blood picture of chronic lymphatic leukemia (Gill 
and McCall 1943, Seife et al. 1951). I have seen one 
example of this curious combination in a male aged 
56 ;- at the initial blood-count, twenty-eight months 
before his death, the lymphocytes amounted to 96% 
of 160,000 white cells per c.mm. 

Thus the blood changes commonly regarded as patho- 
gnomonic of chronic lymphatic leukemia may on 
occasion accompany tissue changes characteristic of 
some other disorder, and the tissue changes of chronic 
lymphatic leuksemia are at times unassociated with any 
alteration in the peripheral blood. Both these events 
are uncommon, and difficulties of diagnosis are not 
frequent. 

Incidence ’ 

The general incidence of chronic lymphatic leukemia 
was discussed in the first lecture; although statistical 
proof is lacking, most clinicians in this country would 
agree that it is 



















the commonest - © Female 

type of leukemia . 

seen in practice SOF @ Male 7 
today. It is likely 70h 

that there has 7 
been a relatively 

greater increase Sor 5 
in its incidence & 

than in that of § 5°F 4 
other types, for it < 

was reported in § 40F 4 
1929 that only 25, 

patients with this = 30F q 
disease had been 

admitted to the 20 

wards of the Lon- 

don Hospital in 10 

the preceding six- 

teen years (Pan- — 

ton and Valentine 2BRVRB828 
1929). There has 6so86 $886 
always been a SNH FH OND 
greater number of AGE (Yr.) 


males affected 
than females, and, 
in the present 
series of 227 patients, males made up 67-4% and 
females 32-6%. These proportions may have changed 
in the past few decades: a small series collected in 
1912-28 was composed of 80% males and 20% females 
(Panton and Valentine 1929) ; another, of about the same 
period, contained 74% males and 26% females (Minot 
and Isaacs 1924); and 137 cases collected between 1913 
and 1947 were divided into 71:-5% males and 28-5% 
females (Shimkin et al. 1953). There is some indication 
in these figures that the disease may be becoming more 
common in women. 

In 80% of patients the first symptoms appeared 
between the ages of 40 and 70 (fig. 9). The mean age 
at onset for the whole series was 58-2: for males 56-0 
and for females 62-8. There is little change in the overall 
mean from that of other published series, but for women 
the mean age of onset is some ten years older than in 
comparable collections of earlier date (Shimkin et al. 
1953). This suggests that the increased incidence is 
particularly in elderly women. 


Initial Physical Signs and Symptoms 


The commonest reason for seeking medical advice 
is the chance discovery of enlarged lymph-nodes (fig. 10) ; 
this was the presenting complaint in 42-5% of the present 


Fig. 9—Age at onset of symptoms in chronic 
lymphatic leukzmia. 
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Enlarge lymph-nodes 42°5% 
Lassitude 245% 
Loss of weight 90% 
Symptoms of anemia 90% 
Skin lesions 70% 
Abdominal pain 66% 
Angina 57% 
Spontaneous hemorrhages 5°2% 
Abdominal tumour 47% 
Ankle edema 38% 
Routine blood-count 132% 








Fig. 10—Presenting symptoms in 212 patients with chronic lymphatic 
leukaemia. _ 


series. Next in order of frequency as an initial symptom 
was lassitude (24-2%) ; followed by loss of weight (9%) ; 
and symptoms of anemia, such as dyspnea (9-0%). 
A considerable proportion of patients (5-7%) complained 
of anginal pain, showing again how moderate anzemia 
will unmask myocardial ischemia in the elderly. Symp- 
toms attributable to splenomegaly, so familiar in chronic 
myeloid leukemia, are uncommon. In only 6-6% was 
there abdominal pain, and only 4:7% had felt an 
abdominal tumour. (£dema (3-8%) and spontaneous 
hzemorrhages (5-2%) were also rare. 

In a considerable proportion (13-2%) repeated 
infections brought the patient under observation. This 
peculiar inability to withstand bacterial aggression 
is a feature of chronic lymphatic leukemia and another 
point of distinction from the chronic myeloid variety. 
It is a consequence of the immunological defect which 
marks the disease and of the long-recognised failure 
of its victims to produce antibodies on antigenic 
challenge (Howell 1920, Larson and Tomlinson 1953). 

These recurrent infections are commonly of the 
respiratory tract; and the diagnosis is often first 
established when an attack of pneumonia or of purulent 
bronchitis brings the patient into hospital. A smaller 
group have recurrent tonsillitis; in them considerable 
enlargement of the tonsils is usual. Repeated attacks of 
inflammation of unduly large tonsils in an elderly person 
should always arouse the suspicion of chronic lymphatic 
leukemia. Jn a still smaller number attacks of sinusitis 
furnish the overture to the disease. 

The other territory liable to bacterial invasion is the 
skin. Impetigo, recurring cellulitis, and boils were all 
common initial complaints. In addition to septic 
infection, however, other cutaneous lesions provide 
early symptoms. In 3 these were specific leukemic 
infiltrations (discussed below), but in 7 the illness began 
with an attack of herpes zoster. This association is 
well recognised but remains unexplained (Gelfand 1951). 

Finally, in 13-2% of this series the diagnosis of chronic 
lymphatic leuksemia was disclosed by a routine examina- 
tion of the blood, usually because of some apparently 
unrelated illness. Chance discovery of the disease in 
this way is increasingly common (Hougie 1956). 

When the patient is first seen, the physical signs of 
the leukzemia fall into one of five categories (table vim) : 

(1) The first is what may be called the “ classical ”’ 
form; in this, generalised enlargement of superficial 
lymph-nodes, moderate in degree, is usually associated 
with palpable enlargement of the liver and spleen. In 
the present series the disease assumed this form in 73:2 % 
of the patients: in 86% of these the spleen could be 
felt, and in about an equal proportion the liver was 
enlarged. 


TABLE VIII—PRESENTING SYNDROMES IN 212 PATIENTS WITH 
CHRONIC LYMPHATIC LEUKAMIA 


** Classical ’’ type 0,0 ~ wh én 73° 
Splenomegalic type o's es ee 1 

Local tumour .. ia “% se ok 
Specific skin lesions .. “es os na 0-8% 
Blood changes only .. _ a ~ 6-9% 
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(2) The second category is the splenomegalic type: 
these patients often complain of abdominal pain, and 
physical examination reveals massive splenomegaly 
of the order usually associated with chronic myeloid 
leukemia; there is commonly a lesser grade of hepatic 
enlargement; and no _ superficial lymph-nodes are 
palpable. In this series 11-83% of the patients presented 
in this fashign. 

(3) The third group. includes those patients who dis- 
play enlargement of the lymph-nodes of one superficial 
group or some other solitary tumour of lymphoid tissue. 
The onset was of this pattern in 73% of our patients ; 
in the majority one superficial lymph-node was enlarged, 
most commonly in one of the cervical groups. In 2 
patients there was an abdominal tumour, shown by 
laparotomy to be a mass of lymph-nodes, and in a 
3rd lymphoid overgrowth in the pharynx. 

(4) Specific skin infiltrations, although not rare, are 
seldom the presenting manifestation, only 2 of our 
patients (0-8%) coming into this group. 

(5) Finally, in 6-9% no physical signs of disease were 
evident, and the characteristic changes in the blood 
were the only leukzmic manifestations. 


Diagnosis 


The diagnosis of chronic lymphatic leukemia rarely 
presents great difficulty, and several of the pitfalls 
have already been discussed. 

‘ Anemia is seldom severe when the patient is first 
seen; in this series, the initial hemoglobin level lay 
above 70% (Haldane), or 10-4 g. per 100 ml., in over 
half the patients; it was below 50% (Haldane), or 
7-4 g. per 100 ml., in about a fifth (fig. 11). In 10% 


Leucocytes (thousand per c.mm.) : 





Less than 10 118% 
{1-20 16°5% 
21-50 26°6% 
51-100 182% 
101-200 141% 
201-300 38% 
- 301-400 24% 
401-500 19% 
More than 500 47% 
Hemoglobin % (Haldane) : 
Less than 30 13°8% 
31-50 151% 
51-70 23°1% 
71-90 36°8% 
More than 90 212% 
Fig. 11—Initial blood-counts in 212 patients with chronic lymphatic 
leukzmia. 


the initial leucocyte-count was below 10,000 per c.mm. 
and in nearly half between 20,000 and 100,000 per c.mm. 
Initial counts above 500,000 per c.mm. were uncommon 
and occurred in less than 5%. In 85% the small lympho- 
cyte dominated the cytological picture; this differs 
from that of normal blood in its more leptochromatic 
nucleus, the absence of azurophil granulation, and 
the thin rim of cytoplasm surrounding the nucleus. 
Cells of this kind may amount to 99% of the circulating 
leucocytes. Less commonly the predominant cell was 
a medium-sized lymphocyte with a circular nucleus, 
clearly less mature than that just described but not 
approaching the lymphoblast in this respect. Occasion- 
ally cells with indented nuclei or other bizarre features 
were seen. There is little correlation between the cyto- 
logy and the pattern the disease may be expected to 
follow. The medium-sized lymphocyte does not neces- 
sarily portend rapid deterioration, nor the small 
‘‘mature”’ cell an indolent course. Lymphoblasts are 
rare, and the reversion to a more primitive cellular 
proliferation, so characteristic of the closing stages of 
chronic myeloid leukemia, is most exceptional. The 
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platelet-count is usually normal until the stage of bone- 
marrow failure. 

In almost every instance there is a constant increase 
in the total number of lymphocytes above 4500 per 
c.mm., the accepted upper level of normal (Osgood et 
al. 1939). There is, moreover, a lack of the pleomorphism 
which characterises reactive lymphocytosis. Never- 
theless diagnosis may remain uncertain when the total 
leucocyte-count is not raised; in such circumstances 
a lymphoid proliferation in the bone-marrow in excess 
of 40% of the total cell population is confirmatory 
(Scott 1939), although its absence does not exclude the 
disease. In these patients biopsy of a lymph-node may 
provide conclusive evidence. 

Alterations in the serum-protein pattern have often 
been reported in chronic lymphatic leukemia (Rundles 
et al. 1954). The increase is usually in the gamma- 
globulin fraction, but eryoglobulinzmia has been recorded 
(Schwartz and Jager 1949). 


Less Common Clinical Features 
The less common clinical features of chronic lymphatic 
leukemia fall into two groups; those depending on 
leukemic infiltrations in unusual sites, and those pre- 
sumed to be the result of immunological disturbance. 


Infiltrations 

Infiltrations have been recorded in every organ and 
tissue. I shall draw attention only to the less rare, of 
which the present series affords examples. 

Cutaneous lesions have long attracted attention by 
their multiplicity (Gates 1938). 8 of the present series 
(3-8°) were affected : 2 of them had generalised lymphoid 
erythrodermia of the homme rouge type; 1 had a viola- 
ceous infiltration of the cheeks; 1 had a more patchy 
erythrodermia; and in the remaining 4 there were 
blue or red nodular lesions around the orbit, on the 
forehead, or in the scalp. 

In the nervous system few abnormalities are to be 
recorded. Facial palsy was observed in 2 patients, and 
paraplegia resulted from vertebral collapse in 1. Lympho- 
matous lesions of the conjunctiva were found in 2. 

Skeletal infiltrations were noted in about 5%. The 
most common of these was an osteoporosis of the vertebral 
column, particularly in the lower dorsal and lumbar 
regions. In these patients collapse of vertebral bodies 
was common. In 1, as already noted, this accident 
led to compression of the cord with paraplegia; in 
1 successive collapse of four vertebrae was observed. 
The appearances are reminiscent of the diffuse decalcify- 
ing type of myelomatosis (Weissenbach and Liévre 1938) 
and were observed in 8 of this series. This lesion may 
be regarded as the characteristic skeletal expression of 
chronic lymphatic leukemia. 

In 1 case, which should perhaps be regarded as an 
example of plasma-cell leukemia, there were destructive 
lesions of most of the skeleton. The peripheral leucocyte- 
count never exceeded 50,000 per c.mm., and lymphoid 
cells made up 70-80% of the total. From time to time 
a proportion of these were plasma-cells, but bone- 
marrow puncture yielded typical lymphocytes, and the 
plasma-protein levels remained normal. Another patient 
had rarefying lesions in the head of the tibia, suggesting 
tuberculosis. 

In the alimentary tract, lesions were uncommon, 
but in 2 patients multiple lymphomatous polyps were 
felt in the rectum. Ascites was often noted; usually 
an event of the final stages, at times it made its appear- 
ance early in the disease and caused great disability. 

Respiratory symptoms are’common. The frequency 
of infection has already been noted, and in 2 patients 
it led to empyema. Massive mediastinal tumour is 


exceptional in chronic lymphatic leukemia, although 
characteristic of one variety of the acute lymphoblastic 
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type. Nevertheless the mediastinal nodes naturally 
share in the general lymphadenopathy ; sometimes they 
cause bronchial obstruction with subsequent infection. 
Infiltration of the lung parenchyma is uncommon, 
but multiple lymphoid nodules have been recorded, 
often leading to obstruction and purulent bronchitis 
(Herold and Michel 1950). A miliary infiltration, closely 
resembling that of tuberculosis, was reported by 
Fleischmann (1909) but is of great rarity. One instance 
was seen in the present series, in a man aged 43. The 
lesion appeared during the course of the leukemia 
and was associated with rapidly increasing dyspnea : 
no evidence of tuberculosis was found, and improvement 
was noted after irradiation. 

Serous pleural effusion is common and, like ascites, 
usually a feature of the later stages. There were, however, 
8 patients in this series in whom the earlier stages of 
the illness were associated with effusions into all three 
major serous cavities: 6 of them wére men under 
50 years of age, and in all of them the disease was of 
the more rapidly progressive type with medium-sized 
lymphocytes dominating the blood picture. 

Attention has already been drawn to the frequency 
of tonsillar enlargement and recurrent infection as an 
opening event. Similar episodes are common during 
the course of the disease. 

A nephrotic syndrome was observed twice in this 
series. No previous reports of this complication have 
been found. 

One patient was a woman of 71 years and the other 
a man of 57; in both hyperglobulinemia was noted 
early in the illness, but the urine was initially free from 
albumin. Both cases were hematologically typical, 
with cells of the small mature type. (£dema of the 
legs with purpura, but without thrombocytopenia, 
appeared eighteen months after the onset of the disease 
in the first patient, and five years after in the second. 
At the same time heavy albuminuria, but no Bence- 
Jones proteinuria, was found. The serum-protein 
levels at this stage were: albumin 3-78 g. per 100 ml. 
and globulin 3-8 g. in the first, and albumin 3-5 g. and 
globulin 4-8 g. in the second. In both the proportion of 
gamma-globulin was greatly increased. 

Both patients sank and died of renal failure respectively 
six and five months after the first appearance of cedema. 
The woman developed a nodular skin eruption which 
biopsy showed to be the result of amyloid infiltration, 
and necropsy revealed amyloid disease of her kidneys, 
liver, and myocardium. This case recalls the amyloidosis 
occasionally associated with myelomatosis (Stewart 
and Weber 1938, Trubowitz 1950, Magnus-Levy 1952) 
and forms another link between this condition and 
chronic lymphatic leukemia. Necropsy of the other 
patient showed no sign of amyloidosis; there was 
lymphocytic infiltration in the kidneys with some hyaline 
change in the glomeruli. In neither case did the cytology 
of the peripheral blood or of the bone-marrow support 
a diagnosis of plasma-cell leukzemia or of myelomatosis. 


Immunological Disturbances 

The second group of less common clinical features are 
those that may be tentatively ascribed to the perverted 
immunity mechanisms characteristic of chronic lymphatic 
leukemia. These disturbances are reflected in changes 
in the peripheral blood. The most common and the 
most important is auto-immune hemolytic anzmia. 
An occult hemolytic process has long been thought 
to underlie the anemia of this disease (Brown et al. 1951, 
Berlin et al. 1954), but from time to time frank and 
unequivocal hemolytic anemia has been reported 
(Marchal et al. 1934). It is only since the introduction 
of the Coombs test (Coombs et al. 1945) that its frequency 
has been appreciated. Rosenthal et al (1955) record 
20 such cases. 

In these patients the direct Coombs test is positive 
and often provides a warning of impending hemolysis ; 
serum hemagglutinins are often demonstrable, and 
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indeed there is-no difference between this type of auto- 
immune hemolytic anemia and the “ idiopathic ”’ 
variety (Dacie 1954). It has been suggested that the 
antibodies are derived from the pathological lymphoid 
tissue (Harris and Harris 1951, Wager and Chase 1952, 
Wiener et al. 1953). Undoubtedly this syndrome is very 
much more common than was believed even five years 
ago, and the reported incidence in this series, which is 
only 5:7% (12 cases), greatly underestimates its true 
frequency, for most of these cases have been recognised 
in the past five years. Hzmolysis of all grades of intensity 
has been encountered, from that causing persistent 
moderate anemia to that marked by a fall in hemo- 
globin sufficiently precipitous to place the patient’s 
life in jeopardy within a few days. A moderate rise 
in the serum-bilirubin level is the rule; the excretion 
of urobilinogen is increased ; but reticulocytosis depends 
on the capacity of the marrow to respond to stimula- 
tion; and, as its function is usually impaired by 
lymphoid infiltration, figures in excess of 10% are rare. 
3 of our patients died in the first hemolytic attack ; 
in others the process rélapsed and remitted over periods 
lasting as long as six years. In 1 the spleen was not 
palpable, and, contrary to some opinion (Rosenthal 
et al. 1955), there was seldom any obvious parallel 
between its size and the severity of the hemolytic 
state. 

Thrombocytopenia due to similar causes undoubtedly 
occurs in chronic lymphatic leukemia. In the present 
series there were 5 patients in whom purpura of this 
kind was the main cause for complaint. A low platelet- 
count is, of course, the rule in the later stages of the 
disease, when it is evidence of bone-marrow failure ; 
it is accompanied in these circumstances by anemia, 
and examination of the bone-marrow reveals lymphoid 
infiltration with disappearance of normoblasts and 
megakaryocytes. In the patients in question, however, 
there was no anemia and, although lymphocytes made 
up 60% or more of the medullary cells, megakaryocytes 
were present in adequate numbers. In only 1 of these 
patients was an agglutinin for platelets demonstrable 
in the serum, and in her case the Coombs test was also 
positive. It is difficult to avoid the conclusion that 
platelet auto-antibodies may be elaborated in like 
fashion to those active against red blood-cells. A similar 
mechanism may be responsible for leucopenia in some 
cases of chronic lymphatic leukemia, for leucocyte 
antibodies have been demonstrated in 1 instance (André 
et al. 1954). 

The importance of appreciating this type of disturbance 
cannot be exaggerated, for its recognition provides an 
insistent call for specific treatment. Moreover, the 
sudden appearance of anemia or of thrombocytopenia 
is no longer to be regarded as the harbinger of death. 
1 of our patients with hemolytic anemia lived six years 
in fair health after his first admission to hospital with 
a hemoglobin level of 30%, and another lived eighteen 
months after a hemolytic crisis which brought his 
hemoglobin down to 18%. 


Associated Diseases 


It is no matter for surprise that many diseases common 
in the second half of life should occur in combination 
with chronic lymphatic leukemia. Most of these are 
degenerative: ischemic heart-disease was present in 
10% and essential hypertension in another 7:5% ; 
3 patients had diabetes mellitus, 2 gout, and 5 gall- 
stones; 5 had peptic ulceration and 5 prostatic enlarge- 
ment. Chronic infection was rare, but 5 had pulmonary 
tuberculosis. Urinary calculi, which. are stated to be 
a particularly common accompaniment (Weisberger 
and Persky 1953) were present in only 3. 

The association with other forms of malignant disease 
has interested many authors (Morrison et al. 1944, 
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Axelrod and Berman 1949, Bichel 1949). Beresford 
(1952) reported that 20 of 106 patients with chronic 
lymphatic leukemia had other malignant lesions, 
although in 10 the cancer was of the skin or lip. In the 
present series 4-7% (10 patients) were known to have 
other primary tumours arising in the following sites: 
bronchus 3; breast 2; skin 2; and bladder, rectum, 
and tongue 1 each. 


Treatment 


The problems of treatment in chronic lymphatic 
leukzemia are quite different from those in the chronic 
myeloid variety. In myeloid leukzemia complete remission 
of limited duration can be confidently expected ; but 
in lymphatic leukemia it is unusual. Enlarged lymph- 
nodes may shrink, and the raised leucocyte-count may 
fall, but improvement in general health and repair of 
anzemia, as a result of treatment, are rare. 

The first decision the physician has to make is whether 
any treatment is required. In those patients in whom 
evidence of leukzmia is limited to lymphocytosis in the 
peripheral blood, therapeutic inactivity is the wise 
course. The same is true when there is only very slight 
‘lymphadenopathy and no significant anemia; but 
when symptoms appear the patient will naturally 
enough demand treatment. 

. These symptoms may be the result of massive infiltra- 
tions in lymph-nodes or other tissues, or such systemic 
effects of the disease as anzemia, loss of weight, and 
exhaustion. Undoubtedly irradiation remains the most 
effective means of disposing of lymphoid tumours ; 
their radiosensitivity varies greatly, but a total frac- 
tionated dose of 1200r to any one superficial group will 
usually lead to satisfactory resolution of the mass. 
This treatment has little effect on the leucocyte-count, 
to lower which irradiation of the spleen is required ; 
this measure may increase the radiosensitivity of super- 
ficial lymph-nodes and discourage recurrence in the 
irradiated areas (Levitt and Scott 1955). 

The effect of radiotherapy on the general features of 
the disease is far less satisfactory. The lower the initial 
hemoglobin level, the less good the outlook (Leavell 
1938). In 51 patients after deep X-ray treatment the 
hemoglobin level was unchanged in 32, it rose by more 
than 1-5 g. per 100 ml. in 7, and fell by more than 1-5 g. 
in 12 (Scott 1949). There are occasional exceptions in 
which irradiation initiates a general remission and the 
patient is restored for a spell to normal health. Radio- 
active phosphorus has little advantage over other forms 
of irradiation (Lawrence et al. 1949, Diamond et al. 
1950). 

When the symptoms are due to failure in general health 
without exuberant lymphadenopathy, it is rational to 
use one of the chemotherapeutic agents. Arsenic was 
much recommended in former years (Nageli 1930) but 
has now been largely discarded; urethane produces 
temporary benefit in the occasional patient ; but it is the 
nitrogen mustards and their derivatives which have 
come to occupy pride of place. Good results have been 
obtained with the 2-chlorethylamines (Wilkinson 1953), 
but sensitivity to these drugs is extremely variable in this 
disease. Their polyethylenimine derivatives, triethylene 
melamine (tretamine) (Rundles and Barton 1952, Paterson 
et al. 1953, Hambly and Robertson 1955), triethylene 
phosphoramide (Sykes et al. 1953), and triethylene thio- 
phosphoramide (Shay et al. 1958, Leonard et al. 1956) have 
all been used, the first and third most extensively. Sensiti- 
vity is again variable; in most patients the leucocyte- 
count is reduced to normal and the lymph-nodes and 
spleen regress, but repair of the general health is unusual. 
The most recently introduced, and perhaps most effective, 
drug is chlorambucil (y-p-(N,N.di-(2 chloroethyl)amino- 
phenylbutyric acid)). This is given in the daily oral 
dosage of 0-1-0-2 mg. per kg. body-weight for three to 
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six weeks. Toxic effects are uncommon, and reduction 
in leucocyte-count and glandular masses is the rule, 
although, once again, significant gain in hemoglobin 
is less frequent (Galton et al. 1955, Altman et al. 1956). 

In the present series irradiation has been used largely for 
treating lymph-node masses ; of recent years it has been 
applied but rarely to the spleen. Tretamine was used 
for two or three years with excellent effects on the white- 
cell counts, less on the lymph-node tumours, and least 
on the hemoglobin level and general health. The greatest 
rise in hemoglobin observed was from 7-4 g. to 9-8 g. 
per 100 ml., and this was on one solitary occasion. In 
the last 18 patients chlorambucil has been used and 
the results have been similar to those obtained with 
tretamine, although somewhat better. 

In short, improvement in the hemoglobin level, gain 
in weight, and recovery of general health are rarely 
obtained with radiotherapy or with chemotherapy. 
It is an ironical reflection that these measures are most 
effective in the patients whose symptoms are so slight 
that the necessity for treatment is debatable. 

The onset of frank hemolysis is an urgent indication 
for treatment with cortisone or corticotrophin. Of 7 
patients with auto-immune haemolytic anemia who 
were treated with steroid drugs the effect was miraculous 
in 5; and in the 2 others overwhelming infection was 
added to the hemolytic state. The remainder were 
observed before these drugs were available: splenectomy 
was carried out in 1, who died with bronchopneumonia 
after the operation; 3 others died with uncontrolled 
hemolysis; and in 1 patient blood-transfusion and 
splenic irradiation arrested the excessive destruction 
of blood on three separate occasions, before the process 
escaped from control to prove fatal after a course of 
five years. 

Auto-immune thrombocytopenia is less easy to control ; 
in the milder forms it improves either spontaneously 
or as a result of treatment with steroids. Of our 5 
patients 3 fell into this class ; in the 2 others splenectomy 
was undertaken, with complete remission for seven 
months in one and with no effect in the other. Occasional 
dramatic improvement results from cortisone in patients 
who, although anemic, present no evidence of excessive 
hemolysis, apart from a reduced survival of transfused 
blood. 

In addition to the 1 patient with hemolytic anemia 
and the 2 with thrombocytopenia, splenectomy has been 
carried out in 2 others in this series. 


In one the bulk of the organ made life intolerable; its 
removal three months ago has greatly increased the patient’s 
comfort, although it is too early to judge of its effect on his 
disease. 

The other, a woman aged 45, presented with enlarged 
inguinal lymph-nodes, biopsy of which showed the changes 
of lymphatic leukemia. The peripheral leucocytes numbered 
17,000 per c.mm., 78% of which were small lymphocytes ; 
and 82% of the cells in films from bone-marrow puncture were 
lymphocytes. Four and a half years later there were bilateral 
pleural effusions and massive painful splenomegaly with a 
leucocyte-count of only 2800 per c.mm. and a hemoglobin 
level of 8 g. per 100 ml. After argument, I yielded to her 
entreaties to allow removal of her spleen. Now, six years 
later, she is in abundant health, apart from an injury to 
her knee sustained while she was skiing last winter; there 
are no signs of disease ; the hemoglobin level is 16-3 g. per 
100 ml., the leucocytes number 4400 per c.mm. (lymphocytes 
40%), and the bone-marrow is normal. 


This observation confirms Galen’s opinion that the 
spleen is an organ full of mystery; but,it should not 
urge us to advise removal of that organ unless one 
of the accepted indications—uncontrollable hemolysis, 
thrombocytopenia, and pain—exists (Fisher et al. 1952, 
Reinhard and Loeb 1955). 

Control of effusions into serous ca‘.ties has been very 
difficult. In some patients wide-ficid irradiation has 
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Fig. 12—Survival from onset of symptoms of chronic lymphatic 
leukzmia. 


been effective, and perhaps this is the most hopeful 
measure. Injections of radioactive gold gave no benefit 
in 4 patients. 


Prognosis 


As one watches patients with chronic lymphatic 
leukemia through their years of illness, it is possible to 
discern some pattern in the course of the disease. Usually 
there is a period of reasonable health, during which the 
lymph-nodes and spleen increase slowly in size and the 
leucocyte-count creeps upwards, although the haemo- 
globin level and the platelet-count are well maintained ; 
then, with various degrees of abruptness, the advancing 
lymphoid infiltration determines bone-marrow failure, 
the hemoglobin level falls, a haemorrhagic state appears, 
and, unless life is maintained by repeated transfusion, 
death follows rapidly from anemia and exhaustion. 
During the first phase radiotherapy or chemotherapy 
will lower the leucocyte-count and cause the lymph- 
nodes to regress; in the second phase treatment is 
seldom of avail. At any time this course may be inter- 
rupted by the effects of infiltrations in such tissues as 
bone and skin, by infection, or by the appearance of one 
of the auto-immune syndromes. The length of the first 
phase varies from a few months to eight or ten years, and 
many of the older patients die with, rather than from, 
the disease (Marlow and Bartlett 1953). Rarely a patient 
appears to recover (Schott 1955). In this series, a woman 
of 80 died of bronchopneumonia ten years after the 
onset of chronic lymphatic leukemia; at the time of 
her death there were no enlarged lymph-nodes nor 
splenomegaly, and the blood-count was normal. 

In the present series the mean duration of the disease 
in 118 patients known to have died was 36-7 months 
(fig. 12). Survivals of 40 months in 30 untreated, and 
42 months in 50 irradiated, patients (Minot and Isaacs 
1924) again underline the fact that treatment has not 
improved the outlook in this disease. 


Envoi 


When the third Marquess of Salisbury was Prime 
Minister, he is said to have dismayed his Cabinet by 
holding that to many important political questions 
there neither were nor could be answers. Though it 
is sometimes tempting to translate this opinion to the 
sphere of medicine, and perhaps even to apply it to 
leukemia, we must remember that the science of thera- 
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peutics is founded on the touchingly naive assumption 
that there is an answer to every question it poses. 

In retrospect this review of leukemia makes discourag- 
ing contemplation ; the incidence of the disease is rising ; 
its cause is unknown; and treatment seldom prolongs 
life, let alone preserves it. Nevertheless those who have 
elected to interest themselves in the subject are inspired 
by the belief that answers will be found to the many 
problems it presents, and in the recent report from 
Harwell »f the cure of experimental leukemia in mice 
(Barnes et al. 1956) the more sanguine have detected 
a gleam of light. 
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Untit recently we took care not to operate on patients 
while they were still under corticosteroid therapy—a 
situation encountered particularly in cases of ulcerative 
colitis. Cortisone was withdrawn before operation, in 
order to avert the postoperative complications it might 
cause. But events have made us reverse this policy. 

One of us has lately recorded three cases of bowel 
disintegration following cortisone treatment (Brooke 
1956b). In two of these the termination was the same : 


‘though the patient’s condition after operation was at 


first satisfactory, they collapsed after 18-24 hours. 
Though their peritoneum had been much contaminated 
at operation, the interval before death seemed too short 
for infection to be the main cause of the collapse. More- 
over, soon afterwards a similar death followed an 
operation at which contamination was only slight. 

Case 1.—A woman aged 52, with ulcerative colitis, had 
received cortisone 50 mg. t.d.s. for 2 weeks. On her admission 
to hospital, cortisone was stopped, and aqueous intramuscular 
corticotrophin (A.c.T.H.) 20 units was given daily for 2 weeks. 
This was withdrawn a few days before operation. Her general 
condition was good and primary panproctocolectomy was 
performed ; the operation was straightforward, though there 
was slight contamination. The blood-pressure (B.P.) remained 
normal until 7 hours later, when it suddenly fell. Response to 
methedrine and noradrenaline was transient, and she died 13 
hours after operation. 


In none of these patients did necropsy show any cause 
for the sudden collapse. It seemed possible, however, 
that adrenal insufficiency might be responsible, though in 
case 1 the adrenals appeared normal both to the naked eye 
and after examination by conventional histological pro- 
cedures, with a combined weight of 16 g. (rather higher 
than normal, possibly because of the effects of cortico- 
trophin). ‘The right suprarenal of one of the patients 
previously reported (case 2, Brooke 1956b) had been found 
to be necrotic following thrombosis of its vein. Salassa 
et al. (1953) had reported deaths from adrenal insuffici- 
ency in patients with adrenal cortical atrophy following 
protracted cortisone therapy: the adrenal cortex 
showed no obvious atrophy but definite histological 
changes. Similar reports have come from Fraser et al. 
(1952) and Lewis et al. (1953), and Harnagel and Kramer 
(1955) recorded successful treatment with cortisone in a 
case of postoperative collapse following manipulation of 
the knee-joint which required but 5 minutes’ anesthesia. 

Adrenal insufficiency therefore seemed: a likely cause of 
death in our cases. Administration of cortisone is known 
to produce adrenocortical hypoplasia and even frank 
atrophy through suppression of endogenous cortico- 
trophin. This cortisone-induced depression takes several 
days to pass off, and even after the response to cortico- 
trophin has been fully restored, it may be a very long 
time before the hypoplastic - returns to absolute nor- 
mality. During this period, though the adrenal glands are 
capable of producing enough steroids for ordinary daily 
requirements, they may be unable to meet the additional 
requirements of severe stress. During this period, which 
may last as long as 6 months to 2 years (Hench and 
Ward 1954), a major operation could have disastrous 
results. With these facts in mind, we decided that in 
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Fig. |1—Case 2. 


operating on patients who have had a course of cortisone 
we would henceforth give corticosteroids over the 
operative period. 

Case 2.—A woman, aged 29, developed severe ulcerative 
colitis during the puerperium following the birth of her second 
child. She did not respond to a course of cortisone (100-150 
mg. daily) lasting 6 weeks. Therapy ceased 10 days before 
operation, but was recommenced 3 days before primary 
colectomy, with corticotrophin 20 units b.d.s., followed next 
day by prednisone 5 mg. q.d.s.; at operation, therapy was 
maintained with intravenous hydrocortisone 50 mg. per pint 
of physiological saline solution. Operation was uneventful. 
Her condition and blood-pressure (100/65) remained satisfac - 
tory until 12 hours later, at 12.30 a.m., when she collapsed 
with a blood-pressure of 75/30. She was then given hydro- 
cortisone 50 mg. intravenously followed, at 2.0 a.m., by 100 
mg. No vasopressor drugs were administered ; her condition 
improved with a gradual return of blood-pressure to normal 
by 6.0 a.m. Convalescence remained smooth from 6.0 a.m. on 
the first postoperative day (fig. 1). 


This patient had collapse and hypotension, with no 
obvious cause, in a manner and at a time identical with 
those in our previous cases. She was revived by cortisone 
treatment alone. 

Case 3.--A woman, aged 43, was admitted as an emergency 
with perforation of the colon following 6 weeks of cortisone 
treatment. Emergency ileostomy was followed by persistent 
hypotension (B.P. 94/70 mm. Hg). This was unrelieved by the 
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usual measures ; but cortisone 100 mg. initially, given intra- 
muscularly, followed by 50 mg. daily for 3 days, with cortico- 
trophin 10 units b.d., restored and maintained her condition. 
11 days later colectomy was undertaken, with a repetition of 
postoperative hypotension which was corrected only by a 
similar régime using hydrocortisone and _ corticotrophin. 
While she was receiving these drugs, her abdomen burst on 
the 8th day after colectomy ; it finally proved impossible to 
raise her blood-pressure, which fell after resuture, and she died. 


Hayes and Kushlan (1956) report intractable shock in 
five of twelve patients previously treated for ulcerative 
colitis with corticosteroids. In four, collapse attended 
operation ; in the fifth, it began with the induction of 
anesthesia. Treatment of shock with corticoids was 
successful, and the condition was avoided at subsequent 
operations by their administration before, during, and 
after operation. But this state is not confined to ulcera- 
tive colitis: in fifteen of twenty-eight patients who 
received steroids at some time (for either ylcerative colitis, 
splenic disease, or rheumatoid arthritis) shock refractory 
to blood-transfusion followed an operation, whereas the 
condition of twenty-five who had similar diseases, but 
who had not received corticoids, remained satisfactory 
after undergoing operations (Hayes 1956). This has also 
been our experience. 


Case 4.—A woman, aged 51, had received cortisone 100 mg. 
daily for 5 weeks for acquired hemolytic disease. Treatment 
ceased at the time of splenectomy; she collapsed 24 hours 
later (B.P. 90/50) and responded to 50 mg. cortisone intra- 
muscularly followed by 25 mg., the blood-pressure rising to 
115/80. 


In our series seven patients have had shock due to 
adrenal insufficiency (table 1); all three who received 
no planned course of corticoids to counter this died, 
whereas all but one of the remainder survived. Since we 
have given corticosteroid cover immediately before, 
during, and after operation, this form of postoperative 
shock has been conspicuous by its absence in eight 
patients severely ill with ulcerative colitis after previous 
corticoid therapy: 10 operations were performed with 
uninterrupted recoveries following primary colectomy 
(5), primary panproctocolectomy (2), or excision of the 
rectum (3). One of the patients undergoing primary 
colectomy is of particular interest because though his 
blood-pressure did not fall after this major operation, it 
fell after a minor operation undertaken subsequently 
when cortisone cover had been withdrawn : 


Case 5.—A man, aged 41, was admitted for surgery 2 
months after a course of cortisone followed by prednisone 
lasting a month. Primary colectomy was performed under 
cortisone cover (table 11) without incident, his blood-pressure 
remaining steady throughout convalescence. 17 days later, 
just after corticosteroids had been withdrawn, a small skin- 


TABLE I—POSTOPERATIVE COLLAPSE IN PATIENTS RECEIVING CORTISONE THERAPY BEFORE OPERATION 


ro Diagnosis Duration of corticoid treatment 
F 41 Ulcerative colitis ? 2-3 weeks 
M 53 Ulcerative colitis Cortisone 4 weeks ; corticotrophin 
40 u. daily 5 days preop. 
F 2 Ulcerative colitis Cortisone not known ; corticotro- 
f phin 20 u. daily 14 days preop. 
F 43 Ulcerative colitis Cortisone 6 weeks 
M 38 Ulcerative colitis Cortisone 4 weeks ; corticotrophin 
40 u. dailx_4 days preop. 
F | Acquired hemo- Cortisone 6 weeks 
lytic anzemia 
I 29 Ulcerative colitis Cortisone 6 weeks ; corticotrophin 


40 u. daily 7 days preop. 


* This patient received 100 mg. 
collapse 


‘ Corticoids 
Cortisone : Oo oe . 
nage BM perative for post- ‘ . 
a = cover operative Outcome 
Ota Goat shock 
Not known No No Died 
5°25 g. No* No Died 
Not known No No Died 
3. No Yes Initial recovery. Survived 
colectomy 10 days later with 
cortisone and corticotrophin. 
Died 9 days later following 
further operation for burst 
abdomen 
9. No Yes Recovery, despite subsequent 
rectal hemorrhage and burst 
abdomen 
4-75 g. No Yes Recovery 
5g. Yes Yes Uneventful recovery 


cortisone during operation empirically, but at no time received steroids as planned cover or to_counter final 
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HOURS AFTER OPERATION 
Fig. 2—Case 5. A, primary colectomy and cortisone cover. B, skin- 
graft to anal ulcer: no cover. 


graft was applied under general anzsthesia to an ulcer in the 
anal area. This was a minor procedure causing little or no 
bleeding ; no further cortisone cover was given. His blood- 
pressure following operation fell to 100/60, from a preoperative 
level of 130/80. 4 hours later it had fallen to 90/65, and 2 hours 
after this to 80/60. At this point it was deemed advisable to 
institute steroid therapy ; corticotrophin 20 u. was given intra- 
muscularly, and hydrocortisone intravenously by continuous 
drip, 100 mg. in 12 hours. Within 5 hours the blood-pressure 
had stabilised at 110/70, and the patient’s general condition 
was excellent. The cortisone was gradually withdrawn over 
the ensuing days under corticotrophin cover with no further 
fall in blood-pressure (fig. 2). Subsequent excision of the 
rectum under corticosteroid cover was without incident. 


Hypotension without collapse has also been seen : 


Case 6.—A woman, aged 33, had had a course of cortisone 
during the 2 months before admission for surgery. Primary 
colectomy was done 2 months after the end of the course, and 
though convalescence was uneventful, her blood-pressure 
(106/66 before operation) remained at about 100/70 for 24 
hours; the possible reason for this was not appreciated at 
that time. 6 months later she returned for excision of the 
rectum; her blood-pressure was then 140/80. Following 
operation, which was performed without difficulty and with 
little blood-loss, pressure recordings on each successive day 
were 85/50, 95/60, 100/70, 90/45, 95/65, 95/65, 96/50, and 


TABLE II—-SCHEME OF CORTISONE AND CORTICOTROPHIN 
DOSAGE DURING OPERATIVE PERIOD 





Day Cortisone a where Corticotrophin 
o-2 Nil 20 u. i.m.i. b.d. 
O-1 50 mg. i.m.i. 6 P.M. 20 u. i.m.i. b.d. 
Oo 50 mg. oral 6 A.M. ) 
50 mg. i.m.i. with premedication 
Postoperatively, hydrocortisone 100 20 u. i.m.i. b.d. 
mg. i.v. by continuous drip in 12 
hours 
O+1 Hydrocortisone 150 mg. i.v. by drip | 20 u. i.m.i. b.d. 


in 24 hours 
0+2 50 mg. i.v. by drip | 
12 noon, 25 mg. 


20 u. i.m.i. b.d. 
10 P.M. 25 mg. J 


O+3 | 25 mg, t.d.s. 20 u. i.m.i. b.d. 
0+4 25 mg. b.d. 20 u. i.m.i. b.d. 
O+5 25 mg. 20 u. i.m.i. b.d. 
0+6 | Nil 20 vu. +10 u. i.m.i. 
0+7 | Nil 10 u. b.d. 

0+8 | Nil 10 u. 

0+9 | Nil Nil 


O, operation. i.m.i., intramuscular injection. i.v., intravenously. 
All postoperative corti isone is given by mouth unle ss patient has 
ileus, &c. Corticotrophin is given in an aqueous solution. 
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100/65. They remained at 100/60 for a fortnight after operation. 
Nevertheless, her condition gave no cause for concern, for 
she was never shocked. She was found to be excreting only 
1 mg. of 17-ketosteroids in 24 hours, which suggested adrenal 
atrophy ; corticoids were, however, withheld, because a 
tuberculous pulmonary focus had developed between the two 
periods of admission. 

The suggested dosage for prophylactic treatment is 
set out in table 11. The scheme is based on the fact that 
cortisone administered orally is most effective 4-8 hours 
later; intramuscularly, 8-12 hours later; and intra- 
venously (as hydrocortisone), almost immediately but 
only for a short time. Given intramuscularly, cortico- 
trophin acts optimally 6-8 hours afterwards, but intra- 
venously its effect is rapid and long-continued (Hench 
and Ward 1954). Especial vigilance is needed because 
patients treated thus are prone to gastric and duodenal 
ulceration, and to infection. 


Discussion 


In ulcerative colitis, more than any other condition, 
surgical intervention is likely to follow a course of cortico- 
steroids. Postoperative shock due to adrenal insufficiency 


-will therefore be seen mostly in patients with this disease. 


In the Medical Research Council’s trial of cortisone for 
ulcerative colitis forty-five patients (a fifth of the original 
group) ultimately required surgery (Truelove and Witts 
1955) and fourteen died, giving a mortality of 32% as 
opposed to the overall mortality for surgery (Swinton 
1956, Brooke 1956a) of 10-12% in the pre-cortisone era. 
Patients who do not respond to cortisone often deteriorate 
during its administration, and this must partly account 
for the higher operative mortality in the cortisone trial. 
Truelove and Witts observed that most deaths took 
place soon after the initial operation; adrenal insuffi- 
ciency may therefore have played a part in the high 
death-rate. According to Salassa et al.’ (1953), 5 days’ 
administration of cortisone is enough to cause histological 
changes in the adrenal cortex. Hench and Ward (1954) 
say that a total dose of 2 g. is likely to induce frank 
atrophy 3 ; the M.R.C, trial, when followed to the limit of 
6 weeks, provided twice that critical dose. In five of the 
seven patients of our series who had postoperative 
adrenal shock the dosage is known; all had previously 
received over 2 g. cortisone (table 1). 

Before cortisone is given for any condition, the likeli- 
hood of surgery being required later must be considered, 
together with the increased risk if it is undertaken after 
cortisone. By no means all patients who have received 
cortisone go into shock after operation ; some have hypo- 
tension without shock (case 5); others show no ill effects. 
Though tests have been devised for adrenal insufficiency 
(Hench and Ward 1954) it is difficult to predict which 
patients will become shocked, and therefore wise to 
perform any subsequent operation under the cover of 
corticosteroids. 

Salassa et al. (1953) have said that adrenal insufficiency 
may persist up to 2 years after cessation of cortisone ; in 
our case 6 it was still present after 8 months. Post- 
operative collapse may take place even in a patient under 
routine cortisone cover (case 2); in these circumstances 
more cortisone should be given intravenously in the form 
of hydrocortisone, for intramuscular injections are 
absorbed too slowly. Signs of hypercorticism during the 
initial course of cortisone are an absolute indication for 
the provision of cortisone cover at a subsequent operation, 
since atrophic changes within the adrenal are to be 
expected in these cases (Hénch and Ward 1954). When 
considering the advisability of treating a patient with 
cortisone, a factor to be weighed is the need to give 
cortisone again later if surgery should be required. The 
risks of such cortisone cover for operations—i.e., ulcera- 
tion in the upper alimentary tract, greater likelihood of 
infection, and (in particular) septicemia—will be by no 
means negligible. 
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Summary 


Patients who have received cortisone are liable to 
collapse when later submitted to the stress of operation 
subsequently. There is evidence that this state of shock 
is the outcome of adrenal insufficiency due to atrophic 
changes within the adrenal cortex induced by cortico- 
steroid therapy. Death in three patients could be 
explained only on these grounds. Shock was successfully 
treated in four other patients by the further administra- 
tion of cortisone, though one eventually died. 

It is suggested that cortisone should be administered 
prophylactically to any patient undergoing operation 
who has had corticosteroid therapy within a year, and 
possibly two years, of the operation; cortisone cover 
should include the operation-period and be withdrawn 
during convalescence. A scheme of dosage is proposed. 
Since this scheme was followed, eight such patients have 
been treated without collapse in any. 

The complications usually associated with cortisone 
therapy must be expected while prophylactic cover is 
being maintained—especially a tendency to infection and 
septicemia. Such infections require larger doses of anti- 
biotics than usual for their control. 

In any patient for whom corticosteroid therapy is 
contemplated, careful consideration should be given to 
the likelihood of operation being needed. Operative risks 
are increased by antecedent administration of cortisone. 

We wish to acknowledge the assistance given by Dr. W. T. 
Cooke in the preparation of this paper and for permission to 
record cases under our joint care. We wish to thank Mr. J. C. 
Edwards for permission to report case 3 and Dr. E. Bulmer 
for case 4. 
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PAGET’S DISEASE OF BONE 
THE RADIOLOGIGAL INCIDENCE 


F. Pycotrr 
M.B. Lpool, D.P.H., D.M.R.E. 
RADIOLOGIST, CENTRAL MIDDLESEX HOSPITAL, LONDON 


LARGE series of cases of Paget’s disease of bone (diag- 
nosed radiologically) have been reported by Dickson, 
Camp, and Ghormley (1945), Brailsford (1938), and 
others ; but there has been no report of the radiological 
incidence of the disease at differing ages. Necropsy 
studies by Schmorl (1932) and Collins (1956) on unselected 
subjects over 40 years of age have shown an incidence 
of 3% and 3-7% respectively. 

In the ten-year period 1947-56, 689 cases of Paget’s 
disease have been diagnosed in the radiological depart- 
ment of the Central Middlesex Hospital. Table 1 shows 
their age and sex distribution. 

For the six-year period 1947-52 it was possible to 
divide the 357 cases of Paget’s disease discovered (245 
men and 112° women) into two groups according to 
whether the diagnosis was made initially as a result of an 
examination which included the lumbar spine and pelvis, 
or as a result of examination of any other site. There 


were 289 patients in the first group (204 men and 85 
women) and 68 patients in the second group (41 men and 
It is well recognised that, radiologically, the 


27 women). 
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TABLE I—AGE AND SEX DISTRIBUTION IN 689 CASES DIAGNOSED 
AS PAGET’S DISEASE 














Age-group Men Women Total 
25-24 1 mi ie. 
35-44 11 7 18 
45-54 27 13 40 
55-64 111 57 168 
65-74 192 86 278 
75-84 104 45 149 
85+ 17 18 35 
Total 463 226 | 689 


pelvis is the most fruitful area of examination for Paget’s 
disease: thus in the series of Dickson et al. (1945) the 
pelvis was involved in 243 out of 367 cases and in that 
of Rosenkrantz et al. (1952) it was involved in 60 out of 
111. 

As a sample of the 69,783 patients radiographed 
during this six-year period 3000 X-ray record cards 
were examined to see what proportion of patients of 
different sexes and ages had an examination involving 
the lumbar spine and pelvis area—including, for example, 
an examination of the urinary tract or a barium enema. 
From the information thus obtained, it was possible to 
estimate the total number of patients in whom this area 
was examined. 

Table 11 sets out the age and sex distribution of the 289 
patients in whom the diagnosis was made from examina- 
tion of the pelvis and lumbar spine and in parentheses 


TABLE II—CASES OF PAGET’S DISEASE OF BONE 











Age-group Men Women Total 
35-44 6 (1466) 4 (1466) } 10 (2932) 
45-54 7 (1956) 7 (1466) | 44 (3422) 
55-64 48 (1675) 16 (1187) 64 (2862) 
65-74 88 (1187) 38 (1047) | 126 (2234) 
75-84 49 (698) 12 (419) 61 (1117) 
85 + 6 (70) 8 (70) | 14 (140) 
Total | 204 (7052) 85 (5655) 289 (12,707) 


the estimated number of persons similarly examined in 
the same age-group. 

From table m the rate per 1000 persons at different 
age-groups was calculated (table m1). Only the last 
group, the 85+, is too small for any reliable information 
to be obtained from it. 

From table 1 it appears that the incidence in men 
alters little from 35 to 54 years but after 55 it increases 
rapidly to a steady high level which is reached in the 
decade 65-74 ; after 75 it shows little change. In women 
the incidence under 55 years is surprisingly similar to 
that of men of the same age, but after 55 the increase is 
only to a rate about half that of men of the same age, 
except possibly in the 85+ group where the rate rises 
sharply to the male level. 

Taking the average of both sexes combined over the 
age of 45 years (279 patients with Paget’s disease among 
9775 examined) the incidence of 3-5% is surprisingly near 
that of Collins for subjects over 40 years of age. 

It is of interest that in the larger series of 689 cases of 
Paget’s disease only 3 sarcomas were encountered—one in a 
man of 78 with extensive Paget’s disease in the pelvis and 
both femora who had developed an osteolytic lesion of his 


TABLE III—PAGET’S DISEASE OF BONE (RATE PER 1000) 














Age-group Men Women a. 
35-44 4-0 2-7 3-4 
45-54 3°6 4:8 4-0 
55-64 29-0 13-5 22-4 
65-74 73-9 36-2 56-5 
75-84 70-2 28-6 54°5 
85 + 85-7 114-3 90-6 

Average 28-9 15-0 22-8 
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right femur ; another in a man of 56 with an osteolytic lesion 
in the right ilium who had Paget’s disease limited to the 
pelvis; and the third in a woman of 58 who had an osteo- 
chondro-sarcoma of the sacrum as well as Paget’s disease of 
the pelvis. 

Summary 

A consecutive series of 689 patients with Paget’s 
disease is reported. In part of the series it was possible 
to correlate the number of radiographic examinations 
which included the lumbar spine and pelvis with the 
number of cases of Paget’s disease so encountered. 

The incidence of Paget’s disease in both sexes was nearly 
equal below the age of 54 years but thereafter the male 
rate rose rapidly to a high level in the period 65-74 when 
it was approximately double the female rate. 

Above the age of 75 the male rate showed little altera- 
tion. In women the rate appeared to rise sharply to the 
male level over the age of 85. 

Sarcoma was encountered only 3 times in the series. 
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SEASONAL INCIDENCE OF MEGALO- 
BLASTIC ANAZMIA OF PREGNANCY AND 
THE PUERPERIUM 


R. B. THompson 
M.D. Durh., M.R.C.P. 
LECTURER IN MEDICINE, KING’S COLLEGE, UNIVERSITY OF 
DURHAM, AND ASSISTANT PHYSICIAN, PRINCESS MARY 
MATERNITY HOSPITAL, NEWCASTLE UPON TYNE 


MEGALOBLASTIC anzmia of pregnancy in the tropics is 
generally considered to be due to nutritional deficiency ; 
patients often respond to vitamin-B,, therapy, although 
folic-acid and other deficiencies are often present as well. 
The rdéle of dietary deficiency in the etiology of megalo- 
blastic anemia of pregnancy in temperate climates is, 
however, by no means so certain. If dietary deficiency 
is a significant factor, more patients might be expected 
to develop the disorder during the winter and spring than 
during the summer and autumn (see below). The present 
study was made to find if any such seasonal variation 
existed. 

Methods 


The hematological methods were essentially the same 
as those described by Thompson and Ungley (1951). In 
all the present cases megaloblastic erythropoiesis was 
found either by marrow biopsy, blood-film, or buffy-coat 
smear (Goodall 1955). All the recent cases, responded 
satisfactorily to folic acid; the treatments used in the 
earlier cases have previously been described (Thompson 
and Ungley 1951). 

The date of delivery was always readily obtained. The 
date of onset of anemia could not be determined with 
any accuracy in most of the patients ; it could, however, 
usually be assessed to within about a month. Errors of 
a month, or even of two months, would not effect the 
main conclusions, for the onset of symptoms was always 
either about the time of delivery or, more commonly, 
about the 7th-8th month of pregnancy. Since full blood 
examinations have been made for some years on all 
patients attending the antenatal clinic in whom the Hb 
was less than 70%, the date of onset of anemia could 
often be ascertained to within a month. Unfortunately, 
many patients were admitted late in pregnancy or in the 
puerperium, and the date of onset had to be assessed 
from the patient’s symptoms and from data supplied by 
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the family 





doctor. Sore- 16- DELIVERY 
ness or ulcera- 16b ¥ 


tion of the 
tongue was @& 
useful guide, 12 
especially 10 
when taken 
with the onset 
of symptoms 
such as general 
tiredness, loss 
of appetite, 
vomiting, 
pallor, and 
breathlessness. 


Material 


The case- 
records of 105 
patients were 
available for 
this study: 36 
from a general 
hospital, to , } 
which most ep eS —<oo anemia 
of them were 
admitted in the puerperium; 55 from one maternity 
hospital; and 14 from another. In neither of the 
maternity hospitals was there any seasonal variation in 
the number of deliveries. 

The Ist patient of the series was seen in 1933 and all 
available cases were included up to October, 1956. In 
recent years, since the clinical and hematological picture 
has become better recognised, most patients have been 
diagnosed during pregnancy, whereas most of the earlier 
cases were puerperal, 

In 5 patients the dates of delivery are known, and 
these are included in parentheses in the accompanying 
table ; it was, however, impossible to assess the date of 
onset of symptoms in these patients, and they have not 
been included in the main analysis or in the accompany- 
ing figure. 
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Results 


The results are presented in the figure and the table, 
which show that there were significantly more deliveries 
in the six-month period from February to July inclusive 
than during the other half of the year. Since the onset 
of the disorder is commonly about two months before 
delivery, the table and the figure show a similar seasonal 
incidence but in an earlier six-month period. Thus the 
onset was in the period December—May in 70 patients 
and the period June—-November in 30. 


Discussion 


The results are most readily explained by postulating 
that dietary deficiency during the winter months plays 
a significant part in the etiology of megaloblastic anemia 
of pregnancy. That such a factor is important in scurvy 
has been long recognised ; indeed it was the possible 
analogy with scurvy that suggested the present study. 

The richest animal source of folic acid is liver, the total 
folic-acid content of 100 g. of beef liver being stated by 


MONTHLY INCIDENCE OF ONSET OF MEGALOBLASTIC ANAUMIA 
AND OF PARTURITION 











s o| & e | mile8 | % | eis bis 
| CI a} Ss} | | &io|o! 6 
Month t. 4 = i = 13 = < niSCliZiA Total 
Delivered | 3 | 4 12/18/7113) 6| 4|8|417) 100 
(1) @} oj} | | (1) | dd) (5) 
Onset 14 13 | 14/11/8/4/5/] 7] 7|5| 2 110 | 100 


| The figures in parentheses refer to 5 patients in whom the date of 
onset of ansemia could not be assessed. 
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the U.S. Human Nutrition and Home Economics Burson 
(1951) to be nearly 300 ug. 

Fresh green vegetables are the most important veget- 
able source, the richest content being usually associated 
with the greenest leaves (Olson et al. 1947). 

Spinach, for instance, has a total folic-acid content of 
49-115 ug. and a free folic-acid content of 31-110 ug. per 
100 g. when fresh. 

The total and free folic-acid contents respectively of broccoli, 
brussels sprouts, and cauliflower are 33-9 and 8-14; 27-1 and 
11-7; 29-1 and 8-5 wg. per 100 g. 

Some beans—e.g., dry Lima beans—contain 103 and 16-36 
ug. total and free folic acid respectively per 100 g. Root 
vegetables are usually unimportant sources, and most fruit 
contains but little folic acid. Some nuts and sc 3 breakfast 
cereals prepared from wheat—e.g., wheat bran and shredded 
wheat—are quite good sources. These values just cited are 
mainly derived from the U.S. Human Nutrition and Home 
Economics Bureau (1951). 


The folic-acid content of green vegetables and of meat 
(but to a much lesser extent that of liver) is mostly 
destroyed by cooking and canning (Cheldelin et al. 1943, 
Hanning and Mitts 1949). Spinach is unusual in that it 
retains much of its folic-acid activity after canning ; most 
vegetables retain their activity well on storage in refrig- 
erators (Fager et al. 1949). If liver is not frequently 
eaten, it is clear that much of the supply of folic avid 
must come from fresh green vegetables, which are 
unavailable in winter. It may well be that in winter 
other dietary sources are inadequate to meet the increased 
needs for folic acid during pregnancy, and that deficiency 
results. The vomiting, of which patients with megalo- 
blastic anemia of pregnancy so often complain, will 
decrease yet further the folic-acid intake. 

Day et al. (1949) reported that, in megaloblastic 
anemia of pregnancy, the urinary excretion of hormones 
was abnormal. That these patients might produce an 
abnormal steroid which antagonises folic acid was sug- 
gested by Thompson and Ungley (1951) and Girdwood 
(1953, 1954). It is my impression that hematopoietic 
responses are poorer during pregnancy than in the 
puerperium ; if this is confirmed it might support the 
hormonal idea, but it is difficult to explain on such a 
hypothesis the cases seen several months after delivery. 
The hormonal theory could also explain the high incidence 
of twin pregnancies in the series. There were ten sets 
of twins in the 100 cases, the expected incidence being 
about 1 in 80 births. Increased demands for folic acid 
would also be expected, however, in twin pregnancy. 
Again, a seasonal variation would hardly be expected if 
this hormonal antagonist theory were true. No evidence 
has been produced to suggest that malabsorption plays 
a part in the etiology of the deficiency (Badenoch et al. 
1955, Girdwood 1956). 

The reason why patients with the disorder in temperate 
climates develop a predominantly, if not exclusively, 
folic-acid deficiency is explained by Vinke and Van der Sar 
(1956), who point out that healthy people have a store 
of vitamin B,, which can supply their requirements for 
many months and sometimes for years. The store of 
folic acid, on the other hand, can supply the needs of 
the body for only about a month. In a previously well- 
nourished person with increased demands for both sub- 
stances and with a poor dietary intake folic-acid deficiency 
becomes manifest much earlier than does a deficiency of 
vitamin B,,. In a previously malnourished person with 
a low store of vitamin B,,, however, the deficiency is 
likely to be of both vitamin B,, and folic acid; this 


would obtain in patients developing megatoblastic anemia 
in the tropics. 

The evidence presented here does not warrant the 
assumption that all cases of megaloblastic anemia of 
pregnancy are due to dietary deficiency, but it suggests 
that dietary deficiency is at least an important contribu- 
tory cause. It is interesting that the disorder disappeared 


from the wards of a maternity hospital in Montreal 
when an antepartum daily supplement of 4-5 ug. of 
vitamin B,, and 3-0 mg. of folic acid was given 
(Lowenstein et al. 1955). 


Summary 


A study of 100 cases of megaloblastic anzmia of preg- 
nancy has shown an increased incidence of the disorder 
during the winter and spring months. This suggests 
that dietary deficiency is at least a contributory cause of 
the disorder. 


My thanks are due especially to Dr. C. C. Ungley for allowing 
access to his case-notes and to Prof. H. Harvey Evers, Mr. 
W. Hunter, Mr. Linton Snaith, and Mr. Frank Stabler for 
allowing me to study patients admitted under their care. 
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STAPHYLOCOCCUS AUREUS IN THE 
FACES OF HOSPITAL PATIENTS 


J. Q. Marruras 
M.B. Lond., M.R.C.P., F.F.A. R.C.S. 


R. A. SHOOTER 
M.A., M.D. Camb. 


R. E. O. WitiiamMs 
M.D. Lond. 
From the Department of Bacteriology, St. Bartholomew's 
Hospital, London, and the Staphylococcus Reference Laboratory, 
Public Health Laboratory Service, Colindale, London 


Patients with Staphylococcus aureus in their stools 
may be a source of ward cross-infection (Brodie, Kerr, and 
Sommerville 1956). We describe here an investigation 
made to determine the frequency of fecal carriers at 
St. Bartholomew’s Hospital, and we draw attention to a 
method of diagnosing acute staphylococcal enterocolitis. 


Methods 


Nasal swabs and stools were obtained from patients in 
a medical and surgical unit (each having male and female 
wards) as soon as possible after admission and afterwards 
weekly when possible. The nasal specimens were cultured 
on blood-agar and incubated at 37°C overnight ; the stool 
specimens were cultured on nutrient agar containing 7% 
sodium chloride and incubated at 37°C for forty-eight 
hours. Representative colonies resembling Staph. aureus 
were tested for coagulase production, and single colonies 
of all coagulase-positive strains were typed by the phage 
method. The number of colonies of Staph. aureus on the 
positive plates ranged between 1 and 40. 


Results 


Of 196 patients, 194 had nasal swabs examined within 
three days of admission, and 76 of these (39%) yielded 
Staph. aureus; 142 had stools examined within seven 
days of admission, with 32 (23%) positive. 

153 patients had more than one nasal swab tested : 
30% yielded Staph. aureus on each occasion, 41% were 
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negative each time, and 29% had at least one specimen 
positive and one negative. For the 112 patients with two 
or more stool specimens tested, the corresponding figures 
were 11%, 60%, and 29% respectively. 

Stool carriers had staphylococci in their noses signifi- 
cantly more often than non-carriers (see table): 79% of 
62 patients with at least one stool positive had a positive 
nasal swab, compared with 45% of 109 patients who never 
yielded staphylococci in their stools. 21 patients yielded 
staphylococci from their stools on more than one 


ISOLATION OF Staph. aureus FROM NOSES AND STOOLS OF 
INPATIENTS 


Noses 
Total 

rl « ‘ 7) 

Stools... . { 49 & 62 


49 109 
Not tested * ae 9 16 25 


Teal :. sol See 89 196 


+, at least one positive specimen. , ho positive specimen, 


occasion ; 16 of these (76%) were also persistent nasal 
carriers. 

There was an indication that the frequency of stool 
carriage increased with the time the patient had been 
in hospital. 

From 35 patients, staphylococci from, both nose and 
stool were typed by the phage method. 22 yielded strains 
of the same phage type in nose and stool on at least 
one occasion. A further 5 had untypable strains in both 
sites. 7 had two different staphylococci in the nose, and 
| had three. Of 16 patients with strains of phage group 1 
in the nose, 7 yielded the same type from the stools ; 
with group 1 the corresponding figures were 6 and 4, 
and with group 11 13 and 9. 

No relation was detected between nose or stool carriage 
and antibiotic treatment, nor were there detectable 
differences between men and women or between surgical 
and medical patients. 

Discussion 

Our results confirm the findings of Brodie et al. (1956) 
on the frequency of Staph. aureus in the stools. As with 
nasal carriage so with fecal carriage : some people seem 
to carry persistently, some intermittently, and some 
rarely in the feces. 

Apart from the potential reservoir for ward infection, 
which is difficult to assess because so many of the stool 
carriers are also nasal carriers, this finding is important 
in relation to the diagnosis of staphylococcal entero- 
colitis. Whether the patient’s own staphylococci can 
cause this disease or whether the disease always results 
from cross-infection with another strain is not known ; 
but in either case the fact that staphylococci are not 
uncommonly present in the stools of healthy people 
means that, by itself, a stool culture may be misleading 
in the diagnosis of enterocolitis—besides taking too long 
to be useful in the more acute cases. We have seen about 
30 patients thought to have staphylococcal enterocolitis ; 
1 died three days after an operation for partial gastrec- 
tomy, and the others survived with treatment or had 
relatively mild infections. The initial laboratory diag- 
nosis was made on the presence of clumps of Gram-positive 
cocci in stained films of the stools, an appearance seen 
only once in a large number of stools from patients 
without staphylococcal enterocolitis. More experience is 
needed to judge the full reliability of this examination, 
but for the present it seems to us that this simple and 
rapid test ought to be done as a routine for patients with 
diarrhea after treatment with broad-spectrum antibiotics. 

Our thanks are due to Mr. M. P. Curwen, m.a., for help in 
analysing the figures ; to the nursing staff of the medical and 
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surgical professorial units for their help in collecting the 
specimens ; and to Dr. M. P. Jevons and Miss Joan Rippon, 
PH.D., for the phage-typing of the staphylococci. 
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AN IMPROVED METHOD FOR EXTRACTING 
OXYTOCIC AND ANTIDIURETIC HORMONES 
FROM BLOOD 


G. W. Bisset 
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ASSISTANT LECTURER IN PHARMACOLOGY 


J. LEE 
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LECTURER IN PHYSIOLOGY 
CHARING CROSS HOSPITAL AND MEDICAL SCHOOL, 
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IN a previous paper (Bisset, Lee, and Bromwich 1956) a 
method was described for extracting the hormones of the 
neurohypophysis from human blood. When pituitary 
(posterior lobe) extract (P.P.L.E.) was added to blood and 
extracted, approximately one third was recovered. A 
considerable part of the activity was lost in evaporating 
the extracts to dryness at 40°C. Subsequent work has 
shown that this loss can be avoided by concentrating in a 
vacuum desiccator. It has been found also that if the 
blood samples are centrifuged immediately after the 
addition of acid-alcohol, and not left to stand for three 
or four hours, as originally described by Melville (1937), 
at least three-quarters of the activity can be recovered in 
the supernatant. 

The method of extraction has now been improved by 
the inclusion of these two modifications. P.P.L.E., vaso- 
pressin, and oxytocin have been added to blood and 
extracted in order to estimate the recovery of activity 
obtainable with the new method. 


Methods 


Collection of Blood Sampies.—Blood was obtained from 
the median cubital veins of human subjects, from the 
carotid arteries of rats under ether or ethanol anesthesia, 
and from the femoral artery of a dog under pentobarbi- 
tone sodium. 


For the collection of human blood a siliconed glass syringe 
(Bisset and Lee 1956) was used, containing a trace of heparin 
solution (25,000 u. per ml.), and for blood from the rat or dog, 
a nylon syringe containing 50 u. heparin in 1-0 ml. of 0-9% 
saline. 


To 5-0 ml. samples of blood was added either P.P.L.£. 
(‘ Pituitrin’) 100 mu., oxytocin (‘ Pitocin’) 100 mu., or 
vasopressin (‘ Pitressin’’) 10 mu. (preparations of Parke, 
Davis & Co.). 

Preparation of Extracts.—The following is a description 
of the modified method which was used to prepare the 
extracts : 


(1) The blood was added to 9 vols. of 80% (v/v) ethanol in a 
‘ Polythene’ beaker, and normal sulphuric acid added until the 
mixture was blue to Congo red. 

(2) The mixture was shaken vigorously and centrifuged at 

once. 
(3) The supernatant from (2) was concentrated by distilla- 
tion in vacuo at a temperature not exceeding 50°C, until 
reduced to a volume of 10 ml. or less. The residue was 
centrifuged. 

(4) The supernatant from (3) was placed overnight in a 
vacuum desiccator containing enough phosphorous pentoxide 
to ensure concentration to about 2-3 ml. Evaporation to 
dryness under these conditions is permissible. 

(5) The residue from (4) was taken up in distilled water and 
the solution dialysed in a ‘ Cellophane ’ membrane (‘ Nojax ’ 
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RECOVERY OF ACTIVITY OF PITUITARY HORMONES 
ADDED TO BLOOD 


Percentage recovery of 


* - activity 
Experiment no. = 
Oxytocic Antidiuretic 

1 Rat 73 83 
2 ” 82 90 
3 8 60 
4 103 88 
5 9s 0 54 
6 Human 64 58 
7 = 60 47 
8 90 115 87 
9 2 86 52 
10 7 83 os 

il 75 

12 “ 68 
13 a - 60 

14 Dog 79 
Mean percentage recovery 77 68 


casings 8/32) against running tap-water for forty-five minutes. 
The final extract was not neutralised until needed for assay. 


Assay of Extracts.—Methods of assay were as previously 
described (Bisset et al. 1956). 


Results 


The table shows the percentage recovery of activity of 
pituitary (posterior lobe) hormones added to blood. In 
experiments 1-9, P.P.L.E. was added ; in experiments 
10, 11, 12, and 14, oxytocin; and in experiment 13, 
vasopressin. The mean recoveries of oxytocic and anti- 
diuretic activity from rat blood (experiments 1-5) were 
73% and 75% respectively. The corresponding figures for 
human blood (experiments 6-13) were 79% and 60%. 
The recovery of oxytocic activity from dog blood was 
79%. The mean recovery of oxytocic activity for the 
whole series of experiments was 77% (S.E.+5-01) and of 
antidiuretic activity, 68% (8.£.45-38). There is no 
significant difference between these means (P>0-1). 
Under the conditions in which the experiments were 
carried out endogenous oxytocic and antidiuretic activity 
was negligible. 

In every experiment oxytocic activity was abolished 
by treatment of the extracts with 0-01 M sodium thio- 
glycollate (van Dyke et al. 1942). It was not thought 
necessary to apply this test routinely to antidiuretic 
activity, for assay by intravenous injection in the rat is 
almost specific for antidiuretic hormone (4.D.H.). 


Discussion 


The introduction of two modifications in a method for 
extracting oxytocin and antidiuretic hormone from blood 
has resulted in an increase in recovery from about one- 
third to more than two-thirds. Experiment has shown 
that there is an initial loss of at least 10% of the activity 
during centrifugation of a blood sample, for only 90% of 
the total amount of fluid present in the sample is recovered 
in the supernatant. Therefore any further loss of activity 
during concentration and dialysis of the extract does not 
exceed a mean of 20%. Immediate centrifugation of the 
blood samples considerably shortens the time required 
for the preparation of extracts. The hormones are stable 
in the supernatant which may conveniently be left over- 
night in the refrigerator and concentrated on the following 
day. 

The fact that there is no significant difference between 
the mean recoveries of oxytocic and antidiuretic activity 
from blood suggests that no extraneous factors are intro- 
duced in the extracts which might influence the response 
of the test preparations to oxytocin and antidiuretic 
hormone. This is important in relation to estimating the 
ratios of endogenous hormones in blood under various 
conditions. ‘ 
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Summary 

An improved method is described for extracting 
oxytocin and antidiuretic hormone from blood. 

In a series of experiments in which posterior pituitary 
lobe extract, oxytocin, or vasopressin was added to blood 
and extracted, the mean recoveries of oxytocic and anti- 
diuretic activity were 77% (8.E.45-01) and 68% (s.z.+ 
5-38) respectively, compared with recoveries of about a 
third in the original method. 
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Medical Societies 


ROYAL SOCIETY OF MEDICINE 
Metals in Bone Surgery 


A MEETING of the section of orthopedics on May 7, 
with the president, Mr. StanLEY Evans, in the chair, 
discussed the use of metals in bone surgery. 

Mr. G. K. McKee (Norwich) said that the history of 
the use of metals in bone surgery was not a happy one. 
The use of unsuitable metals had marred the work of 
Lane and Lambotte, but interest had been revived by 
Smith-Petersen’s use of a stainless steel trifin nail in 
fractures of the neck of the femur. 

Two problems faced the orthopedic surgeon today 
—to prevent corrosion phenomena in his appliances and 
to determine indications for the use of different appliances. 
These problems were closely related because the indica- 
tions for the use of metal would increase as corrosion-rate 
decreased when more suitable metals or metullic alloys 
were found. 

Tests were carried out to compare the relative rates of 
electrochemical attack on two different types of stainless 
steel and on the non-ferrous alloy ‘ Vitallium.’ If two 
different metals were in contact and were immersed in an 
electrolyte such as the body-fluids, one metal would 
become electrically positive to the other. Cl ions in the 
electrolyte would migrate to the negative metal or 
anode and give rise to chemical attack. Some metals, 
such as those under consideration, tended to form oxide 
films which had a high resistance to penetration by ions. 
It had been established that the presence of molybdenum 
in an alloy was an aid to the establishment of a barrier 
film of oxide. 

If two identical metals were used to form the cell then 
no electrical potential difference was created between 
them, no current flowed, and there was no attack. In 
practice it was virtually impossible to produce metal 
components of identical material. Plates and screws, for 
example, would be produced from different metal stocks, 
and although of the same nominal composition there 
would inevitably be some slight differences. Surface 
working during machining operations would itself create 
some degree of electrical potential. It was this creation 
of a passive oxide film on the anodic metal that must 
therefore be the main barrier against corrosion. 

The recommendation was, therefure, that if stainless 
steel was used for internal fixation it should contain 
2?/,-3'/,% molybdenum. The non-ferrous chromium- 
cobalt-molybdenum alloys (vitallium or ‘ Vinertia’) were 
quite free from corrosion. Plates and screws made of 
the same stainless steel would corrode but less rapidly 
if they contained 2'/,-31/.% molybdenum. The screw 
was anodic and therefore suffered greater attack than the 
plate. Vitallium screws used with a stainless-steel plate 
were not attacked; the plate, however, being anodic 
did show some effects of corrosion. . 
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The most resistant type of stainless steel, known as 
F.M.B., appeared in practice to be quite satisfactory 
where the fixation was only temporary as in fractures and 
arthrodesis operations. Where a permanent function- 
ing insert was required, however, then the apparatus 
must be made up of a non-ferrous chromium-cobalt- 
molybdenum alloy. 

Mr. McKee described the development of an artificial 
hip-joint. The earlier model (1951) was in stainless steel. 
It was satisfactory for several years but later failed 


because the steel corroded and the plate broke some . 


3'/, years later. Since then the apparatus had been 
redesigned for manufacture in an inert alloy, and it now 
appeared to be very satisfactory since no corrosion had 
occurred. It was a complete- replacement ball-and- 
socket joint for the hip, and was particularly indicated 
for hip-joint surgery when the acetabulum was grossly 
eroded. It had, therefore, been used largely when failed 
acrylic prostheses had given rise to changes in the 
acetabulum. 

Mr. JOHN CHARNEY (Manchester) thought that 
electrolytic phenomena in metal appliances were of 
considerable importance only with long-term inserts. 
Over short periods mechanical stress was a commoner 
cause of loosening. Stress was a cause of corrosion too, 
because under its influence even high-quality steels 
suffered a deformation of their investing film of oxide. 
The molecules of the film were wrenched apart and 
ionic penetration became possible. 

In the response of bone to metals, three situations 
deserved consideration : when the inserted metal was not 
transmitting any stress; when it was transmitting 
stresses and was moving slightly ; and when the metal 
transmitted stress without moving. An example of the 
first case was the plate across a fracture which had 
united. Such devices did not loosen: on the contrary, 
they might be very difficult to extract, because new 
bone gripped the holding screws very tightly. And 
this was true of highly polished stainless-steel screws 
as well as of matt vitallium ones. An insert which was 
moving slightly under stress always became gradually 
looser. Such a change was to be seen in a Steinmann pin 
pulling on a fractured femur. This loosening seemed to 
predispose to infection, ae [fey Groves observed when 
he tried to fix experimental fractures with short plates 
which permitted a little movement in place of long ones. 
When stress was transmitted to bone by a metal insert 
which was not moving, it did not excavate the bone 
about it. Cortical bone was very resistant even to 
immense strains if they were of constant direction, as 
for instance when a compression clamp was applied 
across a joint undergoing arthrodesis, the device did 
not become loose. Bone responded primarily to the 
application of stress by osteogenesis : over a long period, 
continuous pressure induced remodelling, which was a 
balanced process of osteoclasis and osteogenesis. 

Mr. J. Il. Hicxs (Birmingham) suggested that in the 
past inflammatory processes caused by corrosion of metal 
lad not been adequately distinguished from those due to 
infection. The changes induced by corrosion closely 
resembled those of bacterial infection and the granulation 
tissue at the site of an unsuitable insert often looked 
typical of infection, but the lesions proved to be sterile. 
The common canse of such reaction was the use of 
corrodable steels: some stainless steels provoked 
reactions, sometimes even without contact with a dis- 
similar metal. The use of these steels might give rise to 
unfortunate sequela which could not be prevented by any 
**no-touch ’’ technique, however rigid. Once it was 
realised, however, that bone in the presence of metal 
inserts had no peculiar susceptibility to infection, it was 
logical to extend the benefits of internal fixation to 
compound fractures. And it had in fact been found 
at the Birmingham Accident Hospital that extensive 


/ cum 


use of metal devices in securing open fractures had not 
been followed by an increase in the incidence of infections. 
With the disappearance of the hazards of bad metal, the 
pre-eminent problem was now that of skin necrosis and 
sloughing. 

Discussing some engineering problems in the design 
of metal inserts, Mr. J. M. Zarek, Pu.p. (King’s College, 
London), pointed out that the resistance of metal to 
corrosion was influenced by the way in which it was 
polished. The extent to which different screws changed 
could be related to the shape of their threads. Areas 
where stress concentrations were high corroded early, 
particularly when screws and plates were not perfectly 
co-apted to each other. 

Mr. NorMAN CaPENER (Exeter) spoke of the desira- 
bility of standardising as soon as possible at least one 
acceptable combination of plate, hole, and screw. 

Dr. J. T. ScaLes (Stanmore) described an investigation 
into the extent of corrosion in a large number of metal 
appliances. Corrosion was commonly worst at the screw- 
countersink interface, and was conspicuously absent in 
chromium-cobalt-molybdenum alloys. 


New Inventions 


A SIMPLE METAL RETAINING CAP FOR THE 
STANDARD NATIONAL BLOOD TRANSFUSION 
SERVICE GIVING SET 


THE mantle of the standard blood-transfusion giving 
set is normally held in position by a rubber stopper 
inserted firmly in the neck of the glass bottle. There is 
always a danger of the stopper slipping out, particularly 
in the operating-theatre if positive air-pressure has to be 
applied to the infusion to increase the rate of delivery. 

The usual method of preventing this is to tape the 
rubber stopper in position with adhesive strapping. This is 


the device 
described 
here is 
simple. A 
small metal 
cap fits over 
the rubber 
stopper and 
screws on to 
the. neck of 
the bottle. 
The cap has 
asmall 
round hole 
in its top 
through 
which pass 
the outlet 
and inlet 
tubes. ‘The 
hole is 
slightly 
smaller 
than the 
diameter of the rubber stopper, which is thus supported 
round its perimeter. A sthall slit in the side of the cap 
allows it to be easily slipped over the rubber tubing. Once 
the mantle of the giving set is firmly inserted into the 
bottle, the cap is readily screwed into position, preventing 
the rubber stopper from being dislodged. 


I am indebted to Mr. E. G. Smith and Mr. A. T. Smith, of 
the Guy’s Hospital Medical School workshop, for making the 
cap, and to Miss M. J. Waldron, of the department of medical 
illustration of Guy’s Hospital, for the diagrams. The cap may 
be obtained from A. Charles King Ltd., 27, Devonshire Street, 
London, W.1. 


Guy’s Hosp'tal, 
London, 8.E.1 
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Reviews of Books 


Movement of the Heart and Blood in Animals 
An Anatomical Essay by William Harvey. Translated by 


KENNETH J. FRANKLIN, D.M., F.R.C.P., F.R.S., professor 
of physiology, University of London. Oxford: Blackwell 
Scientific Publications. 1957. Pp. 209. 17s. 6d. 


THIs new translation from the Latin text of De Motu 
Cordis was first suggested by Prof. John F. Fulton as an 
appropriate contribution to the tercentenary of Harvey’s 
death. The idea commended itself to the president of the 
Royal College of Physicians and at his invitation Pro- 
fessor Franklin undertook the task. Earlier versions were 
not sufficiently accurate for those doing either historical 
or experimental research upon the circulation. The new 
translation and the Latin text are each preceded by a 
title page suggesting that they represent the text of the 
Frankfurt edition of 1628, whereas it is stated in the 
preface that the text used is the 1766 edition, presumably 
the Opera Omnia, published in London. This edition ,,.s 
very carefully prepared, and at the end of the section 
containing the writings on the heart there is a list of 
246 corrections made to the original edition.! There are 
therefore differences between the Latin texts of 1628 and 
1766. 

The translator and his sponsors at the Royal College 
are to be congratulated on a first-class book that will 
appeal to a new generation of readers. Let them read for 
themselves Harvey’s indignation at the old theories 
(“Good God! How do the mitral valves hinder the 
return of air and not of blood ? ’’) and the way in which 
he reaches his final statement : 


**T am obliged to conclude that in animals the blood is 
driven round a circuit with an unceasing, circular sort of 
movement, that this is an activity or function of the heart 
which it carries out by virtue of its pulsation, and that in sum 
it constitutes the sole reason for that heart’s pulsatile move- 
ment.”” 


Surgery of the Anus, Anal Canal and Rectum 
E. 8. R. HUGHES, M.D., M.S., F.R.C.S., F.R.A.C.S., surgeon 
to outpatients, Royal Melbourne Hospital, Melbourne. 
Edinburgh: E. & 8. Livingstone. 1957. Pp. 304. 50s. 


A MEASURE of the esteem in which St. Mark’s Hospital 
is held is the speed with which its doctrines—anatomical, 
pathological, or clinical—become part of orthodox surgical 
practice. Mr. Hughes’s book bears the stamp of St. Mark’s 
and cannot, therefore, be provocative or even novel; 
but it embodies much valuable research done by the 
author himself. 

With Goligher, he demonstrated the importance of the 
rectal mucosa in the initiation of bowel sensation—an 
important argument in the current controversy over 
restorative resection for high rectal cancer. (Of the 
controversy itself the book contains a balanced and 
critical account : and the description of the operations is 
admirable.) Immediate skin-grafting after excision of 
anal fissures and fistulz is another attractive proposition 
that Mr. Hughes put forward some years ago. Although 
the procedure may seem to transgress surgical principles, 
scepticism will be disarmed by the detailed and convincing 
way in which it is presented. 

Some readers will be disappointed when Mr. Hughes dis- 
claims sufficient experience to dogmatise on one or two difficult 
therapeutic problems (such as the management of high rectal 
fistule), but this attitude is the correct one and strengthens 
confidence in what Mr. Hughes says elsewhere in the book. 
Throughout, his aim has beer to guide rather than to pontifi- 
cate: and he dwells on the difficulties which the average 
surgeon may meet rather than on his own mastery. 

The most important criticism applies to most monographs 
whose subject is anatomically rather than functionally cir- 
cumscribed—namely, the book cannot adequately deal with 
conditions which affect the region but show ag respect for its 
boundaries. Thus proctitis cannot be properly discussed with- 
out more fully considering ulcerative colitis; and even 
familial polyposis of the colon and rectum may only be part 
of a more widespread disease. 


1. Keynes, G. A ora of the Writings of William Harvey, 
M.D. London, 192 p. 56. 
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The historical illustrations with which the text is 
embellished are pleasing ; but the biographical notes are 
rather less successful, and a critical survey of the growth 
of proctology might have been more illuminating. Per- 
haps such a chapter may be added to future editions—for 
which there should be a steady demand. 


The Doctor as a Witness 
Joun Evarts Tracy, professor of law (emeritus), Univer- 
sity of Michigan. Philadelphia and London: W. B. 
Saunders. 1957. Pp. 221. 30s. 


Professor Tracy is a senior member of the American 
legal profession and necessarily writes with a background 
of United States law. His book shows clearly how the 
qualities required of an expert witness, and especially of 
the doctor, are the same under any legal system. The 
types of legal proceedings in which the doctor may be 
involved are described, and the question of opinion 
evidence and the expert witness is examined in detail. 
It is evident that in the United States preparation of a 
case is expected to be more thorough than is customary 
in Britain. This work makes fascinating reading and can 
be recommended to any graduate in medicine or law. 


Simulium and Onchocerciasis in the Northern 
Territories of the Gold Coast 
G. Crisp, B.SC., PH.D., director, entomological unit, 
British Empire Society for the Blind. London: H. K. 
Lewis, for the British Empire Society for the Blind. 
1956. Pp. 171. 57s. 6d. 


In 1952 two teams of experts, one entomological and 
one ophthalmological, were sent to the Gold Coast by 
the British Empire Society for the Blind to work on the 
problem of onchocerciasis, then only recently recognised 
as one of the worst of the many community scourges 
of the hinterland. Dr. Crisp’s entomological report is the 
first of the two to be published. He gives a clear descrip- 
tion of hard methodical work on all aspects of simulium 
ecology in the area. He is almost overcautious in making 
deductions from the great amount of data he has 
assembled ; for example, it was not proved that the 
fly’s survival of the dry season takes place in adult 
form, but his experiments make it very likely. The 
scientific honesty of Dr. Crisp’s writing is notable. 

To anyone working on simulium or onchocerciasis in 
West Africa the monograph is an essential guide. Laymen 
interested in the subject or the country will find it 
understandable and easy to read. Dr. Crisp and the 
society are to be congratulated. 


An Atlas of the Commoner Skin Diseases. (5th ed. 
Bristol: John Wright & Sons. 1957. Pp. 384. 105s.).—A new 
edition of Dr. Henry Semon’s book will be weleomed by those who 
often feel the need for a good atlas of common skin diseases. It 
has been prepared in collaboration with Dr. Harold Wilson. 
16 excellent new plates have been added to an already good 
set of illustrations. Too much space has perhaps been given 
to the now comparatively uncommon disease, lupus vulgaris, 
including two plates illustrating the rarer form, lupus verru- 
cosus. The omission of molluscum sebaceum from the fourth 
edition has been remedied, but too little attention is given to 
squamous-celled carcinoma, and the term “ epithelioma’’ is 
treated as synonymous with rodent ulcer. Many new methods 
of treatment have been added, but some of the outmoded ones 
are given more prominence than their successors. 


Recent Advances in Anzsthesia and Analgesia (8th 
ed. London: J. & A. Churchill. 1957. Pp. 295. 40s.).— 
Dr. J. Alfred Lee has joined Dr. C. Langton Hewer in pro- 
ducing the new edition. The subject matter has been com- 
pletely revised and, without dorbt, the book now represents 
the most up-to-date and useful work of reference to the latest 
developments in anesthesia. 


Venoms (Washington, D.C. : 
Advancement of Science. 
Swinfen. 1956. Pp. 467. 


American Association for the 
London agents : Bailey Bros, & 
86s.).—The papers given at the 


first international conference on this subject, which was held 
in 1954 at the annual meeting of the American Association 
for the Advancement of Science, have been published under 
the editorship of Eleanor E. Buckley and Nandor Porges. 
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Guard 
your 
treasure 
well! 


For nearly 50 years now Cow & Gate Milk Foods 
have proved themselves to be a Tower of Strength when 


natural feeding fails. Apart from the Standard Foods 
—Full Cream (red tin), Half Cream (blue tin) and 
Humanised (yellow tin)—we have a number of special 
foods designed to assist the profession in dealing with 
abnormal feeding problems. May we send you a copy 
of our Medical Handbook in which these are described? 
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but one does best on : while the other responds better to 


AMBODRYL BENADRYL 


high-potency antihistamine : combined antihistamine and 


with minimal side-effects | antiacetylcholine action 


AMBODRYL"™ (Bromazine hydrochloride, 7 BENADRYL” (Diphenhydramine hydrochloride, 
Parke-Davis) is supplied in capsules of 25 mg. or B.P.C., Parke-Davis) is supplied in capsules 
as AMBODRYL ELIXIR containing 10 mg. : of 25 mg. and 50 mg. or as BENADRYL ELIXIR 
in each teaspoonful. Average adult dose: : containing 10 mg. in each teaspoonful. Average 
25 mg. three or four times a day. : adult dose: 50 mg. three or four times a day. 
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Telephone: Hounslow 236] n 
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LONDON: SATURDAY, JUNE 8, 1957 


Walls of Jericho 


BEFORE mental illness we have been comparatively 
helpless, and the public attitude towards it has 
reflected the fear and suspicion which helplessness 
often breeds. The law, in an honest endeavour to 
protect both community and patient, has by its com- 
plexity and caution often increased public prejudice 
and unnecessarily restricted the liberty of the indivi- 
dual. But in the last decade or two, new methods of 
treating mental disorder have altered the picture. Our 
mental institutions are becoming, in fact as well as 
in name, hospitals instead of asylums, and with 
success in the treatment of acute illness fresh efforts 
are being made to restore health to patients who have 
been ill for a long time. Despite overcrowding, 
shortage of staff, and old-fashioned. buildings and 
equipment, the emphasis is changing from custodial 
care to therapy; and more and more patients are 
enabled to return to their homes or to lead more 
normal lives in the hospital. These changes have had 
their effect on the public, which is beginning to accept 
mental illness as a disability comparable to physical 
illness. In this new climate of opinion it became 
apparent that the law relating to mental disorder 
must be reconsidered, and in 1954 a Royal Commission 
was appointed under the chairmanship of Lord Percy 
or NewcastLe. The commission’s recommendations 
(summarised on p. 1187) are based on the principle 
that the mental patient should have access to the 
health and welfare services as freely and with as little 
formality as any other patient. Many of the so-called 
safeguards of the present law not only are unnecessary 
but are a barrier between the patient and the help he 
can be given. 

Today, of course, most patients are admitted to 
hospital with their own consent ; yet every year some 
20,000 are certified—often only because they are 
unable, because of their illness, to fill in the necessary 
form. The commission believe that, unless a patient 
refuses to go to hospital, we should assume that he 
agrees to treatment. The law should regard this as 
the usual procedure, and the use of compulsion, though 
sometimes necessary in the patient’s interests, should 
be exceptional. Even for these cases, “ certification ”’ 
should be discontinued in favour of a medical recom- 
mendation authorising a hospital to accept the patient 
for treatment ; and if the hospital finds itself unable 
to provide suitable treatment it should be allowed to 
refuse to accept the patient. The emphasis would thus 
be on the clinical needs of the patient and not on his 
segregation. The recommendation for his admission 
would ordinarily be signed by a psychiatrist and the 
family doctor. The present procedure of calling in a 
justice of the peace is not only ineffective as a safe- 
guard but inappropriate ; and such intervention by 
the law is one of the reasons why relatives find certifi- 
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cation so distressing. This prejudice may be unreason- 
ing and unreasonable, but it is deep-seated ; and the 
commission speak of the common belief that certifica- 
tion implies illness so grave that a patient is “ really 
mental” and will never completely recover. From 
the hospital’s standpoint, too, admissions are need- 
lessly complicated by protocol. Thus a “‘ designated ” 
hospital cannot accept a patient unless the legal nice- 
ties are observed ; and as an escape from the com- 
plexity of the system, some hospitals have had to 
create (with good intent if barbarous language) 
“ dedesignated ” villas and beds. For the past few 
years hospitals for mental defectives have been encour- 
aged to accept some children without certification, and 
the commission would like to see this practice extended, 
without waiting for further legislation. Many parents 
are understandably reluctant to part with their child 
if they feel that they are formally resigning their 
rights over it. 

The commission have recognised how untrue it is 


. to say that ‘‘ names will never hurt you.” To patients 


and relatives much of the blunt terminology of the 
Mental Health Acts is unnecessarily wounding. 
“Idiot ” and “imbecile” are offensive to many ; 
“moral defective” is often misunderstood. A new 
name is often said to attract the odium of the old ; but 
at this time, when the public attitude to mental 
disease is changing, the commission feel that it would 
be worth introducing a fresh terminology that will not 
only be free of unhappy associations but also be readily 
understood. The three new groupings which they 
suggest for patients—mentally ill, psychopathic, and 
severely subnormal—are for broad administrative 
purposes and, they insist, not “ labels for life.”” Their 
use of the word “ psychopathic ” for patients with a 
personality disorder is wider than is customary, and 
it is, as they admit, not altogether happy. To those 
familiar with popular ‘“‘ psychiatrese ” it has criminal 
associations: for the less sophisticated it will be a 
difficult and unfamiliar word. 

In Parliament, the courts, and the press attention 
has lately been drawn to patients who are said to have 
been improperly detained in hospital or under licence. 
The commission, not unexpectedly, had some evidence 
of this kind submitted to them, which they found 
useful as an indication of public fears, against which 
the present Acts, for all their complexity and however 
justly administered, do not offer sufficient safeguards. 
To allay public doubt on this score they propose that 
regional mental-health review tribunals should be set 
up to which patients and their relatives should have 
ready access. This shift of control from the centre to 
the periphery should also, the commission suggest, 
apply to the scrutiny of documents. These changes, and 
the sharp reduction in the use of powers of compul- 
sion, would end the work of the Board of Control, 
already greatly reduced since 1948 when the Ministry 
of Health took over the general supervision of mental- 
health services. The board in its evidence to the 
commission committed administrative hara-kiri, for 
it supported the very changes which, when they 
become law, will end its own life. 

The findings of the commission recognise another 
shift of emphasis, this time from the hospital to the 
community.1 They suggest that the local health 
authorities should assume full responsibility for the 


1. See Lancet, 1956, ii, 1087. 
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preventive and aftercare work of the mental-health 
service. The commission look forward to a time when 
the hospitals will look after only those patients who need 
specialist treatment or training or continuous nursing. 
The local authorities will then provide not only social 
services, to help and support patients who return to 
their families, but also residential homes and hostels 
for young subnormal and psychopathic patients and 
for the elderly who are mentally infirm. This change 
would succeed only by joint endeavour by the hospital 
and the local authority. Nottingham has already 
shown that this can be achieved even within the 
present more rigid administrative framework.* 

The return of the patient to the community, either 
to his home or to some small hostel, will depend not 
only on administration. It will depend also on his 
acceptance by the community and on their willingness 
to welcome him with as much sympathy as they do 
the physically handicapped. The recommendations 
of the commission, when given their legislative 
due, will speed the day when this change in 
public attitude will allow the mental-health service to 
fall into its proper place in the pattern of the health 
services of the country. At present the law, like the 
over-heavy fortifications of an enclosed city, cuts it 
off from the outside world. After a careful survey 
of the obsolete ramparts the commission have called 
for their demolition. They have sounded their 
trumpet loudly, and it is up to doctors, patients, and 
public to join in the fanfare that will make these walls 
at last come tumbling down. 


Medical Education: the New Freedom 


THE profession in this country is sometimes charged 
with producing wise words and reports on medical 
education, while stopping short of actual reform ; 
so it is perhaps worth stating that our medical schools 
have made substantial progress in the past decade. 
Following the direction given by the Goodenough 
report in 1944, the smaller schools have been enlarged, 
full-time university units in clinical subjects have 
grown and multiplied, and introductory courses of 
various patterns have been devised to link pre- 
clinical “with clinical teaching. Responsibility for 
vocational training has been partly transferred from 
the undergraduate course to the preregistration 
year. The standard of clinical care displayed before 
the students has risen immeasurably through the 
growth of medical teams, in which the oracular 
pronouncements of the consultant to his houseman 
are largely replaced by informal discussion in a group— 
a group in which the awesome gap between senior 
physician and new boy is filled by lecturers and 
registrars, not all of whom are the “angry young 
men”’ of popular report. The vital contributions of 
the laboratory technician, the radiographer, the phar- 
macist, the social worker—all the members of the 
Greater Medical Profession—are now so much a part 
of medical care that the student need no longer be 
cajoled into noticing them. And all these things have 
been done in medical schools built for fewer students, 
and in hospitals at least twenty years-old. 

This evolution in medical education has been paid 
the compliment of criticism of many kinds; the 


expected balance between the cries of “Too fast” 
2. Macmillan, D. Ibid, p. 1094. pe 
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and “Too slow” is somewhat upset by dissonant 
voices claiming that we are moving in the wrong 
direction entirely. Though Babel cannot be sum- 
marised, perhaps we can discern behind it all a 
conflict of principle between those who emphasise 
practical and vocational training, and those who 
favour a liberal scientific education. When it comes 
to method, the trainers pin their faith largely to 
didactic instruction, including substantial lecture 
courses and a rigid examination system, while the 
educators are experimenting with discussion groups, 
seminars, modified tutorial arrangements, and inter- 
departmental classes. But trainers and educators alike 
believe that the student should spend more time 
with patients, both in the wards and under conditions 
approaching those of general practice ; and they also 
unite in deploring any further adventitious addition 
to the curriculum.- While the main hindrance to 
reform has no doubt been the conservatism of medical 
faculties and the jealous guarding of departmental 
prestige, the would-be reformers have also been 
hampered by the excessive precision of many of the 
Recommendations on the medical curriculum issued 
by the General Medical Council in 1947. They will 
be all the more disposed to welcome the new Recom- 
mendations, approved last week, which are shortly 
to be circulated to medical schools. Both this docu- 
ment itself, and the introductory statement which 
accompanies it, are informed by a new spirit of freedom 
most grateful to those who, like ourselves, hold that 
a doctor must not be a certified technician but an 
educated man capable of assessing and applying new 
knowledge and of helping his patients by his 
personality as well as by his technical skills. 


Instead of taking its decennial opportunity to 
add to the tasks of student and teacher, the council 
has generously accepted the criticism that its 1947 
Recommendations “were too detailed and precise, 
and left insufficient scope for the exercise of initiative 
and experiment on the part of Licensing Bodies and 
of Schools.” (A good deal of the credit for making this 
widely felt criticism both manifest and powerful 
must go to the Royal College of Physicians of London, 
which has presented its views to the council + and has 
also helped to prepare for the future by convening 
the conference. on medical education held last 
November.) The welcome change in outlook is 
well seen in a paragraph which says that the 
new Recommendations “ indicate the minimum length 
of the whole period of professional study, but refrain 
from specifying the period of time to be allotted to 
particular subjects and the sequence in which they 
should be taught. Specialties and subdivisions of the 
principal subjects are no longer specified, and no 
attempt has been made to indicate precisely the scope 
of the instruction which should be given in particular 
branches.”” Though the council has examined care- 
fully the possibility of reducing the length of the 
curriculum, it has (in our view correctly) decided 
against doing so at present. On this its main argu- 
ment is that the primary need is to reduce congestion 
—‘to instruct less and to educate more ”—and 
if the curriculum were simultaneously to be shortened 
“the principal object of the proposed reform would 
be thwarted.” 


1. Lancet, 1955, ii, 132; Ibid, 1956, i, 437. 
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Under Sir Davip CAMPBELL’s leadership, the 
council has thus taken a notable step away from 
restrictive practices. But, having obeyed the classical 
injunction Primum non nocere, it must now look to 
the individual medical schools for the fruition of the 
new opportunities. A statutory nation-wide council 
can create the conditions for reform,-but cannot 
itself take positive and specific action towards it. 
The council is making its experience available to 
medical schools in the form of “ notes ’’ added to the 
different Recommendations ; and it hints that medical 
schools may in future be “ visited ”’ more frequently 
and less formally, by small groups—a practice which, 
though it originates in the néed to safeguard the 
public, could develop into something also very useful 
to the schools themselves. Responsibility for improve- 
ment has now been definitely thrown back, however, 
to the universities, which are encouraged to consider 
as soon as possible what use they can make of it. 
To expect that all will want to experiment would be 
unreasonable, and the merit of the new arrangements 
is that they allow different ways of teaching to be 
used simultaneously in different schools. But we 
shall be much surprised and disappointed if three, 
four, or half a dozen do not rise to the new challenge 
to show that they can do better, or at least have the 
spirit to try. We trust that the individual schools 
in London will not be denied this chance. 


Macewen’s Eternal Triangle 


NowHEk: is the influence of antibiotics on surgical 
techniques better seen than in the treatment of 
cerebral abscess. Until the advent of efficient anti- 
septics compatible with living tissues, methods of 
dealing with intracranial infection were designed to 
prevent a fatal spreading meningitis. The methods 
were extremely varied, and their relative merits were 
hotly contested. Simple aspiration followed later by 
excision vied with tube drainage and even with mar- 
supialisation. Reports published within the past ten 
years show, by contrast, a remarkable unanimity of 
approach. The aim is to aspirate the abscess at the 
earliest possible moment through a clean field and to 
insert a wide-range antibiotic or a combination such as 
penicillin and streptomycin, together with about 1 ml. 
of ‘ Thorotrast.’ This completes the first operation. 
As soon as an organism has been grown and its sensi- 
tivity has been established—which takes about forty- 
eight hours—the specific antibiotic cover is introduced. 
The abscess is aspirated every two days or at longer 
intervals, according to progress, until the pus is sterile 
and the thorotrast shadow no longer enlarges again 
after aspiration. As it is observed over the subsequent 
weeks it should shrink progressively until it represents 
only a small crenated scar. If the contents do not 
become sterile or if the abscess does not collapse, 
excision is undertaken.* 

This régime is also applied, with modifications, in 
subdural and epidural collections of pus. Provided 
the correct antibiotic is found in time and adminis- 
tered in adequate dosage, the results are excellent— 
though a subdural collection alongside the falx may 
cause diagnostic difficulties, best resolved perhaps by 
the maxim “Pus somewhere, pus nowhere, pus 
8. Surg. Gynec. Obstet. int. Abstr. 


New Engl. J. Med. 1953, 


1. Webster, J. E., Gurdjian, E. 
Surg. 1950, 90, 209. 

2. Ballantine, H. T. jun., White, J. C. 
248, 14. 
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alongside the falx.’’ (It is of help to remember that 
subdural pus tends to spread under the influence of 
gravity.) The therapeutic miracle of yesterday has 
today become the commonplace; and even intra- 
ventricular rupture of an abscess is no longer invariably 
fatal, if specific therapy is instituted immediately, at 
first by intraventricular instillation. But deaths still 
occur from these disasters, from spreading encephalitis 
(usually due to pneumococcus or streptococcus), and 
from multiple abscesses. It should be remembered 
that hematogenous abscesses are not necessarily 
multiple, but that a high proportion of them, associ- 
ated with a cardiac abnormality, are “‘ paradoxical.’’* 

The signs of intracranial lesion together with those 
of an infective illness suggest the diagnosis, which 
may be confirmed by finding an increased number of 
cells or increased protein in the cerebrospinal fluid or 
a raised erythrocyte-sedimentation rate. Electro- 
encephalography is of help in differentiating an intra- 
cranial abscess from a more widespread lesion, and 
ventriculography or angiography may be necessary. 
Management of the very acute stage of encephalitis 
remains debatable.- Sucking out the infected area 4 
has not been regarded with sustained enthusiasm, and 
the stoutest friend of the surgeon here is undoubtedly 
the correct antibiotic. In some centres the abscess is 
later excised routinely, unless it lies in an unsuitable 
site—for instance, near a speech area. It is still 
doubtful whether excision of a completely sterilised 
abscess scar reduces the likelihood of subsequent 
epilepsy. 

GURDJIAN and WEBSTER ® conclude from their series 
that the incidence of cases due to ear infection is 
decreasing in the U.S.A.; and from this series it 
might be inferred that the intracranial sepsis secondary 
to ear infection is largely preventable. In this country, 
on the other hand, PENNYBACKER * did not find that 
otogenic cases were diminishing ; they represented in 
his series over 40°, of all brain abscesses. PEnNy- 
BACKER plead strongly for an investigatory approach to 
intracranial sepsis through a clean field. Anyone with 
any experience of this problem admits that the intra- 
cranial abscess is occasionally unpredictable. <A 
“ negative exploration ’’ of a septic cavity in which 
the flora is unknown frequently leads to spreading 
infection, which is all the more tragic because it is 
due to the treatment rather than the disease. 
CRABTREE ? says: “In earlier days brain abscesses 
were explored through the infected mastoid wound. 
We never dream of doing this now, any intracranial 
exploration being through an independent clean field. 
It would be another step forward if we could limit 
ourselves in the treatment of lateral sinus thrombosis 
to a meticulous clearance of extradural disease, except 
perhaps for excision of a rare intra-sinus abscess.” 
To the mastoidectomist the dura represents a Halt 
sign which he crosses at his patient’s peril. On the 
other hand, an otogenic abscess should be treated by 
an adequate mastoidectomy as soon as the patient's 
condition permits—usually, within four or five days. 
Only by intelligent codéperation between the neuro- 
surgeon and the otologist can the best results be 
obtained in the treatment of cerebral sepsis. 


3. Newton, E. J. Quart. J. Med. 1956, 25, 201. 

4. Le Beau, + z Neurosurg. 1946, = 359. 

&. Gurdjian, , Webster, J. E. Surg. Gynec. Obstet. 1957, 104, 
205. 

6. Pennybacker, J. Ann. R. Coll. Surg. 7 1950, 7, 105. 

7. Crabtree, N. Proc. R. Soc. Med. 1955, 48, 394. 
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THE HARVEY TERCENTENARY 


Last Monday was the tercentenary of the death of 
William Harvey. In London there was a commemoration 
service at St. Paul’s Cathedral arranged by the Royal 
College of Physicians; the congress organised by the 
Harveian Society of London opened at the Royal College 
of Surgeons; and throughout the week the occasion 
has been celebrated in various ways by a re-examination 
of ideas old and new about the circulation. 

The congress has been discussing some of the latest 
physiological and clinical developments in the study and 
treatment of circulatory disease ; and we hope to record 
some of the proceedings in our next issue. At the week- 
end the scene will change to Folkestone, where Harvey 
was born in 1578, and where the congress will hear 
accounts of Harvey’s life and work in its different stages. 

The Royal College of Physicians has sponsored an 
excellent new translation by Prof. K. J. Franklin, 
of De Motu Cordis (to which we refer on p. 1176), 
and a new edition of the colour film about Harvey and 
the circulation has been on view at the college. 

In the film Sir Henry Dale explains that this is a remake 
of the earlier black-and-white silent film which he made 
in 1928 with the late Sir Thomas Lewis. While Sir Henry is 
tracing the dates and events of Harvey’s life, the camera 
occupies itself with old prints and drawings, many of which 
were on view at an exhibition in the college library. During 
readings from De Motu Cordis, the film demonstrates, from 
animal experiments and clinical observations, the facts on 
which Harvey based his deduction. His delightful descriptions 
are beautifully illustrated. The colour photography is of the 
high quality customary from the Wellcome Film Unit, who 
produced the film. 

Among the other activities of a busy week in London 
was an exhibition illustrating Harvey’s life and ideas, 
which has opened at the Wellcome Historical Medical 
Museum; and on Thursday the British Cardiac 
Society held a special meeting at the Royal College 
of Surgeons. 


THE COST OF AMERICAN MEDICINE 


Tre cost of medical care continues to exercise the 
minds of the American people, and the situation is 
discussed in an article in the New York Times.* 

Although some two-thirds of the population of the 
United States have some form of medical insurance 
(often included as fringe benefits in a trade-union con- 
tract) this does not by any means always pay the whole 
cost of a serious accident or illness. Indeed, it meets 
only about 25% of the big bills, for comparatively few 
schemes afford full cover. Some pay bills up to a 
certain sum, others bills beyond a certain sum; but in 
either case the patient pays the rest. For mental disease 
and tuberculosis, which many policies exclude, free 
treatment is commonly provided by individual States ; 
bunt other long-term illnesses are sometimes not covered, 
and benefit often ceases at the age of 65. American 
opinion is divided on whether a comprehensive health 
system would cost more than what medicine is costing 
now—which is estimated at some 4-5% of the total 
national income. Meanwhile hospital charges continue 
to rise, and the need is particularly felt for insurance 
that can be paid for during the healthy middle working 
years and that will provide for old age, as well as for the 
children of the insured. 

According to the New York Times writer, many 
physicians are wary of change and pessimistic about the 
future, and relations between physicians in various 


1. Further information about the film (16 mm. sound, colour 


35 min.) may be obtained from the Royal College of Physicians 
Pal) Mall Ea:t, London, S.W.1. 
2. Plumb, R. K. 


New York Times, Jan. 7, 1957. 


ANNOTATIONS 





[JUNE 8, 1967 


medical specialties, and between other workers in health 


fields, are more strained than they were: ‘‘ there appears 
to be less concern about putting up a solid front for the 
public and more real competition for patients and 
insurance fees.’’ Many practising doctors hold that it is 
not their responsibility to plan health services, and they 
do not like to ‘‘ get into politics”; but ‘‘ the prevailing 
widespread opinion is that physicians—and not many 
others in health fields—are lagging in planning the future 
of the health services system in the nation.’’ It seems 
clear that in the near future public opinion is going to 
demand more readily available medical care. 


POLIOMYELITIS VACCINATION 

Last year was a comparatively mild one for polio- 
myelitis and that is one of the reasons why it has been 
hard to assess as fully as was expected the degree of 
protection conferred by the British vaccine which was 
given to 210,000 children in May and June, 1956. More- 
over, supplies of vaccine were not as ample as had been 
hoped for and there was little time—only six weeks—in 
which to give it before vaccination was stopped at the 
end of June. Vaccination was restricted to children born 
in he years 1947-54. Nearly 400,000 injections were 
given and there was no evidence that they had been 
accompanied by any mishap. The number who completed 
the course of two injections was 148,684. In this group 
the protection was of the apparent order of 80%—very 
similar to that obser: ed in the 1954 trial in the United 
States. Discussing the results at a meeting of the section 
of epidemiology and preventive medicine at the Royal 
Society of Medicine on May 31, Dr. John Knowelden, 
secretary of the.Medical Research Council’s poliomyelitis 
vaccines committee, gave these figures for all forms of 
paralytic disease, the onset of which fell between July 1, 
1956, and Jan. 31, 1957: 


1947-50 births 1951-84 births 
Attack- Attack- 
No. of No. of No.of No.of 
children cases "06. ooo. children cases "00, hoo 
Vaccinated . 74,660 1 1-3 74.024 3 4-1 
Unvaccinated 1,116,359 91 8-2 446,857 90 20-1 


The attack-rate of those illnesses reported as non- 
paralytic poliomyelitis did not seem to be affected by 
vaccination. The findings are set out in detail in the 
report ! of the poliomyelitis vaccines committee. 

In 1955 the M.R.C.’s committee on safety tests of 
poliomyelitis vaccine advised against the inclusion of the 
virulent type-t Mahoney strain in the British vaccine, 
and the less virulent Brunenders strain was used as the 
type-I representative in the vaccine prepared by Glaxo 
Laboratories. Despite the small number of observations, 
it seems clear that the Brunenders strain is able to 
protect against the kind of type-1 infections that were 
prevalent in Britain last year, and that the vaccine also 
protects the younger children. 

That this and other vital information has been obtained 
so quickly, despite the enormous difficulties and the vast 
amount of work involved, is a striking achievement. 
The vaccine protects: the most important of the 
questions still unanswered is for how long it protects. 


PENICILLIN: MODE OF ACTION AND CHEMICAL 
SYNTHESIS 
EARLIER indications that the mode of action of peni- 
cillin on gram-positive organisins is specifically on the 
cell wall have been confirmed.? Penicillin-inhibited cells 
were found to accumulate uridine nucleotides in the 
cytoplasm,* and elucidation of the structure of these 
compounds has shown the principal one to be uridine- 
5’-pyrophosphate linked through a hitherto unknown 
sugar (3-0-carboxyethyl hexosamine) to a pentapeptide 
of p-glutamic acid, L- lysine and DL- alanine : 
“1. Brit. med. J. June re 1957, p. 1271. 


2. Park, J. T., Strominger, J.L. Science, 1957, 125, 99. 
3. Park, J. T.. Johnson, M. J. J. biol. Chem. 1949, 79, 585. 
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e 3 ° o H O0—CH—CH; 
M O~ gletamic acid — DL~alanine-O-CO 
# L-lysine — OL— alanine — DL— alanine 
As the peptide-hexosamine fragment is almost certainly 
identical with an important part of the structure of the 
bacterial cell wall,‘ “penicillin probably acts by inter- 
fering with the transfer of this fragment from the 
uridine pyrophosphate to the acceptor site on the cell 
wall. The use of this uridine nucleotide in transferring 
units of monosaccharides in polysaccharide synthesis, and 
of units of glycerides for lecithin synthesis, has been well 
established. 

Reaction mixtures containing minute traces of peni- 
cillin activity were prepared in 1944, both in England 
and in the United States, and painstaking isolation 
procedures showed that the active moiety in such 
mixtures was indeed penicillin. But such a synthesis, 
interesting though it was, had no value in the production 
of new “‘ unnatural ”’ penicillins, nor for proof of structure 
of this sensitive molecule. Professor Sheehan and his 
colleagues * at the Massachusetts Institute of Technology 
have just crowned ten years’ work with an elegant 
synthesis of penicillin V. This follows. suggested bio- 
synthetic pathways which envisaged the molecule as 
derived from an acid residue (A) linked through «-formyl- 
glycine (also known as amino-malonsemialdehyde) (B) 
to penicillamine (C) : 


. $ 
H YyY CH 
R.co.!NH—cH—cHy “eC. 
' Pd | CH3 
' CO —-N—— CH COOH 
' ' 
Page Nh: ¢ 


The protected amino-malonic ester semi-aldehyde (I) 
condensed with D-penicillamine (II) to give the thiazoli- 
dine (III). The amino group was uncovered and con- 
densed with the appropriate acid residue to give (IV). 
The ester group was removed without further rupture 
of the molecule, and water was then eliminated by 
reaction with di-cyclohexylcarbodi-imide (Dcc) to com- 
plete the 4-membered lactam ring in (V), which product 
was shown to be identical with natural penicillin V. The 
reactions devised were all carried out at or below room- 
temperature to avoid breakdown of the unstable ring 
structure. 
4. For pemesee to the original literature, see Park and Strominger 
&. A, ha V., Carpenter, F. H., rg f R. W., Livermore, 
A. If., Rachele, J. R. Science, 1946, , 431. 
"s. Amer. chem. Soc. 


6. Shechan, J. C., Henery-Logan, K. R 
1957, 79, 1262, 


TUBERCULIN TREATMENT IN PULMONARY 
TUBERCULOSIS 

Since 1890, when Koch first suggested its use in 
therapy, tuberculin has been widely if inconsistently 
used in treating various forms of tuberculous disease. 
Success has been claimed from time to time with lesions 
of the eye and skin, and tuberculin still enjoys a vogue 
on the Continent, particularly in France; but clinical 
impressions do not seem to be supported by controlled 
statistical studies. In this country tuberculin has had 
its most striking success as an adjunct to chemotherapy 
in the treatment of tuberculous meningitis. At Oxford, 
Smith and Vollum? administered the purified protein 
derivative (P.P.D.) intrathecally to three patients with 
tuberculous meningitis in whom the prognosis seemed 
hopeless; in all three an unprecedented improvement 
followed, and two recovered permanently and com- 
pletely ; the third patient died, but at necropsy it was 
found that the exudate surrounding the mid-brain had 
resolved. These findings have been confirmed,? but 
P.P.D. therapy is not held to be necessary or desirable 
in all cases of tuberculous meningitis, for wher the 
disease is detected early patients make excellent 
recoveries with chemotherapy alone. 

In pulmonary tuberculosis there was no convincing 
evidence before the introduction of chemotherapy 
that tuberculin.was effective ; but in 1955 Madigan and 
Young commented favourably on its clinical effects, 
and Howells and Swithinbank* have described a pilot 
statistical trial done to determine whether tuberculin 
in association with streptomycin and p-aminosalicylate 
(P.A.S.) had any therapeutic value. The investigation, 
carried out in Bantu patients at Durban, suggested that 
those treated with chemotherapy plus tuberculin had 
a limited advantage over those treated by chemotherapy 
alone. The advantage held only up to the 30th week of 
treatment and was most manifest in tle worst cases, 
where it was statistically valid. Ilowells and Swithinbank 
attribute the improvement to hyperwmic reactions 
(caused ‘by the tuberculin) in the tuberculous lesions, 
allowing the antimicrobial drugs increased access. 
After the 30th week these reactions, which were of course 
accompanied by symptoms and fever, tended to become 
fewer and less pronounced; and the fact that after 
this time no improvement in results, compared with 
the controls, was evident, suggests that the thesis is 
at least partly correct. But improvement under tuber- 
culin therapy has also been ascribed specifically to its 
desensitising property ; and according to this view tuber- 
culin-negativity should be maintained indefinitely. The 
Durban study does not seem to support this hypothesis. 

Tuberculin treatment is apparently free from serious 
danger, but it entails a certain amount of discomfort 
for the patient from the reactions it produces, and 
(especially if continued over years as outpatient therapy) 
it involves time off work for the patient and a consider- 

able organisational effort by the 


co co 
\ SiN .7 Cis \ Avis chest clinic. There seems to be 
Pam chine + | cls oe P ae, ates), i TNens no strong case for using tuber- 
Br, Se ae culin as a routine. It may yet 
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1. Smith, H. , 2 Volum, R. L. Lance,’ 
1950, ii, 275 

2. —_, H.V., Vollum, R. L.. Taylor, 
& Taylor, K. B. Tubercle, 
1956, "37 


0 
3. Howells, ¢. H. L., Swithinbank, J. 
Ibid, 1957, 38, 7. 
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duces resistant organisms; and for the early acute 
lesion the administration of cortisone in association with 
chemotherapy seems preferable. 


APARTHEID IN NURSING 

Tue Amending Bill! to the Nursing Act, which the 
South African government has introduced during its 
present parliamentary session, fits logically with the 
Bantu Education Act and the Separate University Bill 
into the pattern of apartheid. There are to be separate 
registers for white, coloured, and native nurses, special 
examinations may be arranged for each group, and 
different uniforms may be worn. There is no room for 
doubt in this case that the non-European nurses are tc 
have an inferior status, for the Bill specifically lays down 
that the South African Nursing Council shall have white 
members only, and only white nurses may vote for the 
elected posts on the council. Advisory boards are to be 
established for coloured and native nurses but with limited 
functions. All nurses are bound by statute to join the 
South African Nursing Association, but under the 
Amending Bill meetings of white, coloured, and native 
members of the association will take place separately. 
The Bill lays down that ‘‘ a decision of the majority of 
the members of the Association present at any meeting 
held under this Act, by members who are white persons, 
shall constitute a decision of the Association,’’ while 
decisions taken at meetings of non-white members are 
considered as recommendations only. The controlling 
board of the association is to consist of white members 
only and the electorate for board members are all to be 
white. Non-whites may elect advisory committees, 
again with limited advisory functions. 

A later clause of this Amending Bill is aimed at the 
non-European doctor and his relationship with nursing 
staff. ‘‘ Any person who causes or permits any white 
person who is registered or enrolled . . . to be employed 
under the control or supervision of any person who is 
not a white person, in any hospital or similar institution 
or in any training school, shall be guilty of an offence and 
liable on conviction to a fine not exceeding two hundred 
pounds.”’ f 

A recent letter to the South African Medical Journal ? 
shows that non-European nurses are fully alive to the 
implications of the Bill and fear for their status, and 
indeed for the standard of nursing, which they feel is at 
stake, in the non-European hospitals. It is also clear 
that these nurses, although legally compelled to be 
members of the Nursing Association, have no official 
voice, and were not enabled to give evidence to the 
Select Committee which drafted the present amendment. 
What does seem surprising is that both the South African 
Nursing Council and the South African Nursing Associa- 
tion, in their evidence to the Select Committee, favoured 
racial discrimination, and are not at present voicing any 
dissent to the Bill. The South African Nursing Associa- 
tion is affiliated to the International Council of Nurses ; 
and to avoid prejudicing this international tie, its board 
proposed * not separate associations for the different 
races but a single (white) association, in control of a 
standing committee representing non-white nurses. 
Though it had taken only a limited canvass of association 
members, the board gave evidence to the Select Com- 
mittee in favour of discrimination. The matter had not 
even been referred to in their official organ, the South 
African Nursing Journal, when the South African nurses 
were thus committed to apartheid. At the last biennial 
conference of the association, a motion that the organisa- 
tion should ask for equal pay for equal work for its 
1. Bill to Cometane ot a Nurse cr Midwile and Other Inckdentel 

Matters. A.B. 59 of 1957. 


2. S. Afr. med. J. May 4, 1957, p. 439. 


3. Evidence given to the Parliamentary Select Committee by the 
South African Nursing Association. 
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members (African nurses earn just over half the salaries 
of white nurses) was voted down by a majority of white 
nurses. Apparently, the South African Nursing Associa- 
tion does not recognise fully its duty to its non-white 
members, and its present actions do not seem to be in 
line with the International Code of Nursing Ethics. 

The South African Nursing Council also gave evidence 
to the Select Committee,* recommending discrimination. 
‘** You cannot have one standard for a highly developed 
race and the same for a lower developed race.’’ The 
council asked that non-European nurses should not be 
eligible for election to the Nursing Council, ‘‘ a body which 
exercises disciplinary powers over thousands of women 
in this country . . . (because) if such a nurse is able to sit 
in judgment on a European nurse who has transgressed, 
you would wreck the nursing service in South Africa.” 
To this, outsiders might reply that uniform standards 
would protect the status of white and, black, and that 
there is no intrinsic reason why a white nurse should sit 
in judgment on a black but not vice versa. 

The effects of the Bill may be far-reaching for South 
Africa. At present, the non-European hospitals depend 
on non-European nurses. With the limited professional 
opportunities offered them, many well-educated and well- 
principled young African women have been glad to train 
as nurses, welcoming the opportunity to serve their 
people and to gain status in their community. The 
Amending Bill must reduce the standard and number of 
recruits, since non-Europeans in South Africa are 
naturally very sensitive to discrimination. As it is, good 
nurses have been difficult enough to train within the 
present framework of the hospitals and the new Bill can 
only increase the difficulty. The African nurse is ari 
especially important link where most doctors (who are 
white) do not speak the language or share the cultural 
background of most patients (who are black). No 
reasonable standard of medical practice will be possible 
in the non-European hospitals without good nurses. 
Indirectly, then, this Bill is a further and serious blow to 
the medical profession and its standards. Doctors are 
resisting the imposition of double standards of training 
within their own ranks. The case of the nurses seems to 
require the same response. 


INFLUENZA THREATENS 


EPIDEMIC influenza is on the march again. The 
epidemic in the Far East apparently started among 
refugees in Hong-Kong in the middle of April. Within 
a few weeks it has spread widely to other countries in 
Asia ® and has now reached India, Japan, and Siam. 
A laboratory report suggests that the virus is a new 
epidemic variant of influenza A, very different from 
previous epidemic varieties of this virus. This finding 
has two implications: first, it is unlikely that any 
population will have specific immunity to the new 
virus ; secondly, vaccine made from virus of the previous 
epidemic variety will probably not give much protection 
against the new variant. This country is unlikely to 
escape attack by this virus; but, since winter epidemics 
are the rule here, we may have a few months of respite. 
If so, there should be an opportunity to prepare limited 
amounts of influenza vaccine with the new virus. So 
far the death-rate has been low; young children and 
old people seem to have been the hardest hit. There is 
at present no reason to fear that the epidemic will 
increase in virulence, but a careful watch will undoubtedly 
be kept for deaths among young adults. 


Dr. G. F. BUCHAN, medical officer of health for 
Willesden from 1912 to 1946, died on June 3 at the 
age of 78. 


4. Evidence given to the Parliamentary Select Committee by the 
South African Nursing Council. 
5. Lancet, June 1, 1957, p. 1139. 
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On Saturday, Nov. 17, 1956, the first 50 Hungarian 
refugees arrived in this country and were taken to hostels 
in London. Twenty-six days later, when the Dakota 
Sierra Whiskey came ‘through the low cloud and touched 
down at Blackbushe Airport, its passengers raised the 


total number of those that had been carried by air alone © 


to 7524. It had been the biggest airlift ever to be 
organised from purely civilian sources; and its success 
made it necessary to open, at short notice, several 
reception and transit camps in the Aldershot area. On 
Nov. 23 Beaumont Barracks received 300 refugees: on 
Nov. 26 Talavera Barracks started to take in 1000; and, 
on the following day, Haig Lines Camp in Crookham 
received the first of 1200. More than 4000 refugees 
passed through these camps between mid-November and 
mid-February, when the last of the three, Haig Lines 
Camp, was closed. During these three months we were 
members of a team of general practitioners and officers 
of the Royal Army Medical Corps who were responsible 
for medical cover and, after the first rush, medical care. 
Medical centres were established in all camps, and sick- 
bays were equipped by the Cambridge Military Hospital 
and the British Red Cross Society at Talavera Barracks 
and Haig Lines Camp. Not counting those who came 
to us with mild headache, toothache, air-sickness, cuts, 
bruises, broken spectacles, and other minor complaints 
(and excluding routine medical examinations required for 
emigration and special employments) we saw 800 patients, 
more than two-thirds of them during the first four weeks. 


Emergencies on Arrival 


Most of the refugees had already been through Austria 
—and almost all had passed through casualty-clearing 
stations on the Austro-Hungarian frontier—but some 
had only spent a few hours there before their onward 
flight to this country: and a few needed emergency 
treatment on landing. 


A factory worker of 21 was in a crowd of demonstrators 
attacked with hand-grenades on Oct. 24 in Gyor. Wounded 
in his left arm, chest, and face, he was taken to a local hospital 
where he received a blood-transfusion and first-aid dressing. 
Because of the shortage of staff and equipment, no further 
treatment was possible. Ten days later, with 8 of his fellow- 
patients, he set out for the Austrian frontier. The journey 
involved a walk of 15 miles through a forest and over ploughed 
fields, and six hours were spent in a rowing-boat on Lake Ferto. 
(One of this group, a man of sixty, died in Austria from 
exposure ; another, a child of 6, had to have bilateral below- 
knee amputations for frostbite.1) The patient, however, 
declared himself fit ; and he was allowed to proceed direct to 
Linz and board a plane to this country. Eight hours later 
he reported at the medical centre in Aldershot, complaining of 
stabbing pain in his chest. 

The left side of his chest was extensively scarred (with some 
superficial discharging wounds), wasted, and almost immobile. 
His left arm was also wasted and scarred, and shoulder 
movements were painful and restricted. He had several scars 


1. Walter, B. Personal communication (1957) of material to be 
published. 


; 
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on his face and his left eye was inflamed. On questioning 
he admitted that his vision had become increasingly hazy in 
the left eye over the past six days and that he had a dull 
aching pain at the back of his eye. Radiographs at the 
Cambridge Hospital in Aldershot showed multiple metallic 
foreign bodies in the left chest wall and lung fields (but no 
fluid in the pleural space), and many in the left shoulder 
region. In the left eye there was a large shining pointed 
foreign body, with several splinters, and considerable retinal 
disturbance. This demanded priority treatment, and as soon 
as he had recovered from general exhaustion and his wounds 
were cleaned he was transferred to the Moorfields Eye Hospital 
in London. There, on Dec. 3, two foreign bodies were removed 
with the magnet. Though vitreous hemorrhage obscured the 
view of the fundus, escape of subretinal fluid suggested a local 
retinal detachment: and at the follow-up visit four weeks 
later early retinitis proliferans was diagnosed. Back in the 
transit camp he received daily atropine and hydrocortisone 
drops in the medical centre. His vision in the left eye is at 
present exceedingly poor (counting fingers at 0-5 metre) and 
unlikely to improve. He gets an occasional sharp jab in his 
left chest on bending down; and he suffers from attacks 
of moderately severe, aching pain in his left shoulder after 
lifting. 

Despite his disabilities, this patient was fortunate in many 
respects. Not only was he among the first arrivals, thus 
receiving the first wave of public sympathy, but he also 
escaped, through his illness, the inevitably demoralising effect 
of transit camps. However miserable he may have been at 


‘times in hospital—and one frequently found him in tears 


—nurses and fellow patients (mostly young soldiers evacuated 
from the Middle East) took turns teaching him English, shared 
with him presents from home, and made him part of their 
community. During his brief stay in the transit camp in 
February the difference between his outlook and that of many 
of his able-bodied fellow refugees, who had spent the preceding 
weeks (and the Christmas festivities) in the camp, was striking. 
He was anxious to start work, and employment was soon 
found for him as a nursing orderly in one of the London 
teaching hospitals. There, by all accounts, he is acquitting 
himself well. 


Though minor degrees of frostbite were common, only 
1 patient—a nun of 65—had to be referred for this to 
hospital. (She eventually had to have several gangrenous 
toes amputated.) Others. who had to be sent straight to 
hospital included an exsanguinated woman with incom- 
plete abortion, which had started during her wanderings 
on the Austro-Hungarian frontier; a young woman in 
status asthmaticus; 2 children with diarrhea; an 
elderly bronchitic man with incipient heart-failure; a 
case of active pulmonary tuberculosis who had had a 
second-stage thoracoplasty six weeks previously ; and a 
mentally defective girl of 6 who had been so heavily 
sedated in Austria that she arrived in what appeared to 
be deep coma. 


She was brought back to the camp two days later by her 
father, who, a week earlier, had carried her across the frontier. 
She is a primary ament who had been treated unsuccessfully 
with large doses of glutamic acid for four years in Hungary. 
She cannot sit, stand, speak, or feed herself: she does not 
understand the Hungarian language: she has no control over 
her sphincters: and it is doubtful whether she recognises her 
parents. With her brother and sister she fell ill with 
whooping-cough a few days later; and the whole family was 
isolated for ten days in a side-ward of sick-bay. A fortnight 
later the family was presented with a cottage in an industrial 
town by newly won friends where the mother looks after the 
children. The father, a qualified engineer, earns a living as 
a factory, worker. 


Despite material shortages and difficulties (most of 
which were later overcome) the first few weeks saw such 
an extraordinary surge of human kindness that—hard as it 
is to recall its immediate effect even from the distance 
of a few months—they could not but leave a happy and 
exhilarating memory. Waiting for the first refugees to 
arrive, our first patient was in fact an R.A.M.C. corporal 
who had given up his long-planned holiday to help the 
Red Cross, and who, having worked to get the medical 
centre ready for the past thirty-six hours almost without 
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a break, injured his hand chopping firewood for sick-bay. 
Gifts of expensive drugs, baby-food, and medical equip- 
ment had already begun to arrive from drug-houses, local 
pharmacists, hospitals, and anonymous donors; and 
voluntary workers soon came from all parts of the 
country to offer not only physical and material help but 
also a spirit of welcome. 


The Language Barrier 


There can be few aspects of refugee work where lack 
of a common language creates greater difficulties than 
medical care. Confronted, for several days and nights 
running, with coach-loads of exhausted, bewildered, pale, 
and often vomiting people of all ages and both sexes, 
most of whom complained of what sounded like (but one 
could not be sure that it was) nausea and abdominal 
pain, those of us who understood no Hungarian could 
not help feeling very uneasy labelling them, after a 
cursory glance, victims of air-sickness. Mass relief 
always imposes a strain on doctors; and, unnoticed by 
themselves, they tend to concentrate more and more (in 
a hectic but profitless frenzy) on inessential trivialities. 
With the added language difficulty we were fortunate in 
missing only one major and obvious surgical emergency 
—a case of leaking ectopic pregnancy. She was diagnosed 
a few hours after admission to sick-bay when an unex- 
pected and distinguished non-medical visitor, who had 
asked to be conducted round, commented on her pallor. 

There was, throughout the three months, a constant 
shortage of trained interpreters; and for this reason we 
had to refuse many offers of help from local practitioners. 
(It is unfortunate that—unlike food, clothing, or drugs— 
this most serious of all shortages, conceals itself. It is 
the probable explanation of explosive trouble reported 
from sume camps in this and Continental countries 
where the camp authorities genuinely believed that all 
was well.) Untrained, incompetent, or merely tired and 
overworked interpreters can become a serious nuisance 
in medical work. Not only does this demand from them 
a high degree of accuracy and discretion, but medical 
topics also have an irresistible fascination to many lay 
minds. Most interpreters assigned to us were admirable 
in more than one way; but there were one or two who 
could not refrain from embellishing doctor’s instruc- 
tions with homely advice (painfully obvious from the 
length of time they took to translate a brief sentence) 
or from commenting on the merits (or otherwise) of all 
treatment prescribed: and, with a growing number of 
** difficult ’’ patients, some—usually those least able to 
afford such extravagance—could not resist giving them, 
without our authority, ‘“‘ a piece of their mind.”’ Occa- 
sional interpreters, much as one appreciated their inten- 
tions, often did a great deal of harm. In response to a 
nation-wide broadcast appeal more than 50 came during 
the first weekend to supplement the usual 3-4; and, 
wandering about the camps and comforting the refugees, 
but without any specific task, many succumbed to a 
Father-Christmas attitude of vague promises and hopeful 
but inaccurate information. Dictionaries were exceed- 
ingly scarce; and most of the early improvised lists of 
‘*‘ useful words and phrases’? were a source of light 
entertainment rather than of enlightenment. Hungarian 
is quite unlike any other European language: and, 
though one soon realised that many nems and semmis in 
the medical history were a favourable prognostic sign, it 
was usually simpler to try to look comprehending than 
to try to comprehend. 

On the other side of the language barrier hospital 
patients suffered much misery. Enfeebled by physical 
illness, lying in bed unoccupied, in complete linguistic 
isolation, they could not guess what was about to befall 
them, nor could they be kept informed about their 
families and fellow refugees. Unfounded but appalling 
rumours which had already caused much nervous tension 


in the camps sparked off fits of hysteria when they 
reached the hospitals; and many patients discharged 
themselves against medical advice. 

One night in December a three-day post-appendicectomy 
patient was found by the driver of an Army truck, wandering 
about in her dressing-gown two miles from hospital. She had 
misunderstood a piece of information given by a visitor to 
another patient, and had formed the impression that the camp, 
where she had left her young children in our charge, was to 
be moved to Scotland next morning. She was eventually 
pursuaded to return to hospital but discharged herself again 
three days later. 


Hungarians, like most Continental people, take—by 
upbringing and by temperament—a far more active part 
in their illness than the average English patient. Detailed 
hospital reports which they carried around with them, 
and which gave diagnosis, the results of investigations, 
and often a far-from-favourable prognosis, showed how 
freely they had discussed their ailthents with their 
doctors ; and they held decided views about. their own 
treatment. Lack of information thus imposed great 
mental strain on them, and delay in starting investiga- 
tions and treatment for lack of interpreters (especially 
with gynzcological patients) prolonged their anguish. 
Despite the familiar difficulties of treating patients with 
even minor illnesses in barracks, steadfast refusal of 
parents to part with their children often made this an 
unwelcome necessity ; and in two cases of infectious 
fevers one of the parents had to be admitted to the 
isolation hospital with their sick child. Relatives and 
visitors from the camps were otherwise taken on daily 
** milk rounds ”’ of the local hospitals by special bus ; and 
progress reports about Hungarian inpatients were received 
at the camp medical centres every morning and passed 
on to relatives who called later in the day. 


The Seriously Ill 


The standard of physical fitness amongst the refugees 
was generally high; but it was equally remarkable how 
many seriously ill patients had embarked on the journey. 
A whole group of young men and women with advanced 
rheumatic heart-disease had escaped because they had 
felt—rightly perhaps—that conditions in Hungary did 
not allow adequate treatment of their illness, and because 
they had read (or heard on the radio) that it could be 
cured by surgical means in this country and in America. 
Most of them had mitral incompetence in addition to 
mitral stenosis; one had an acute relapse in the camp, 
with joint swelling and pericardial effusion, and had to 
be sent to hospital; and all the others were put on 
prophylactic sulphonamides. 

Liver disease was another illness which was surprisingly 
common and often difficult to manage under camp 
conditions. 

Lying in a wet ditch for several hours on the Austro- 
Hungarian frontier, a woman of 32 caught a chill. On arrival 
in Aldershot she complained of general malaise, shivering, 
nausea, constipation, and a dragging sensation rather than 
pain in her abdomen. She gave a history of acute hepatitis 
in 1951 for which she had had two weeks in hospital ; but, 
though she had been on a waiting-list for two years, she had 
not received any inpatient treatment since then. She was 
persuaded with some difficulty to go to hospital, where 
investigations showed gross impairment of liver function. 
Anxious to return to her fiancé in the camp she was discharged 
at her own insistence after ten days. In the transit camp a 

ial diet was arranged for her; and in the medical centre 
she received extra fruit, biscuits, and compound vitamin 
tablets. She remained well except for amenorrhea and 
occasional abdominal discomfort. Both she and her fiancé 
had left Hungary hoping to emigrate to Canada where 
a job is waiting for him. They are now expecting to be 
called for a medical examination to be certified fit for 
emigration. 


Most other chronic illnesses were represented among 
the refugees—duodenal ulcer, pulmonary tuberculosis, 
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bronchiectasis, ulcerative colitis, thyrotoxicosis, and 
diabetes mellitus. We looked after several cases of gun- 
shot wounds, a 40-year-old man with abdominal car- 
cinomatosis, a 30-year-old gipsy woman with advanced 
Cushing’s syndrome, and a woman of 26 who—after an 
attack of mumps encephalitis at the age of 10—started 
to put on weight and now weighed 23 st. Our most 
unusual cases were a married couple with diabetes 
insipidus : 

The husband was the last in a queue of new arrivals, most 
of whom had come to the medical centre for tablets against 
headache, toothache, constipation, sore throat, dysmenorrhea, 
or air-sickness. He came to ask for a fresh supply of posterior- 
pituitary extract. He had run out of tablets in Hungary 
ten days before; and since then lie had been drinking over 
14 litres of fluids daily and passing a corresponding amount 
of urine. He had no other complaints. He was 35, his home 
had been on the Hungarian-Rumanian frontier; and he 
professed to be an “ importer and exporter of various goods.”’ 
In June, 1956, he had escaped capture by frontier guards by 
falling into a well; and on his way home next morning had 
noticed unusual thirst and the need to pass urine frequently. 
A week later his doctor diagnosed “ pituitary insufficiency 


due to shock’”’; and on tablets of posterior-pituitary extract ° 


his fluid intake fell to about 2"/, litres daily. Four months 
later the outbreak of the Hungarian revolution caught him ill 
with gastritis in Budapest ; and he volunteered the informa- 
tion that during three days spent vomiting and in semi- 
starvation in an air-raid shelter his symptoms improved 
spontaneously.” 

He drank 3 litres of fruit juice during aur first interview 
and later he passed 3'/, litres of clear urine. Next morning 
we provided him with posterior-pituitary snuff and an 
insufflutor which was an unqualified success. The organic 
nature of his symptoms was later confirmed in hospital by 
urine-concentration tests and the intravenous hypertonic- 
saline test *—and diabetes mellitus and renal disease were 
excluded—but the underlying lesion was not easy to determine. 
There was no positive family history ; his past history revealed 
no illness which could be incriminated ; and clinical examina- 
tion, and serological and radiological investigations were 
negative. It thus seemed reasonable to ascribe his illness to 
the traumatic episode eight months previously, despite several 
atypical features.‘—® 

He remained well-controlled on posterior-pituitary snuff, 
which he preferred to intramuscular vasopressin tannate ; but 
he was worried about his wife who had left Hungary a few 
days after him and who had had a nervous breakdown in 
Austria. After a somewhat laborious process of tracing her 
we learned from her Austrian doctors that she had already 
recovered from her anxiety symptoms but that she was now 
being investigated for severe diabetes insipidus. A further 
exchange of telegrams followed ; and she finally arrived, her 
polydypsia perfectly controlled on unlabelled phenobarbitone 
gr. 1/, three times daily, 


Mental Illness 


Diagnosis and treatment of psychiatric disorders 
depends, more than that of any other type of illness, on 
the spoken word; and they are perhaps least suitable 
for management in transit camps where a great deal of 
undesirable publicity can never be avoided. Chronic 
psychotics are probably few among the refugees (we only 
saw one recently treated case of schizophrenia, though 
several others were seen at a specialist hospital in 
London *); but minor psychiatric disorders may yet 
prove a bigger and more formidable problem than 
physical illness. The emotionally unstable, the perpetual 
drifters, the chronic failures—in whose catastrophic lives 
revolution and escape were but passing episodes—often 
reacted violently to the growing stresses of refugee life : 
friends of nobody and their own worst enemies, it was 
not only hard to visualise them settling down to normal 
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life, but, unable to make themselves understood, they 
ran a very real danger of being misdiagnosed as cases of 
major psychosis, certified, and taken to mental hospitals. 
(Cut off from all contact with doctors, nurses, and fellow 
patients, even a brief sojourn there could only have a 
disastrous effect on them.) Hardly less gloomy appeared 
the future of the dull and the high-grade mental 
defectives. Most of those have been able to lead a normal, 
if limited, existence in their own milieu; but, despite 
popular good will and full employment, it was already 
becoming clear that many will be incapable of coping 
with their accustomed work in addition to the burden 
of learning a foreign language and adapting themselves 
to a foreign way of life. The future of young children 
was often our most immediate concern. 


The younger of two usually quiet and well-behaved brothers, 
a boy of 10, caused great stir amongst the other children when 
he collapsed and had a grossly histrionic fit. From the 
parents we gathered that both boys had been “ difficult ’’ for 
some months past: the younger had already had fits of 
naughtiness, whereas the older had become excessively shy 
and had recently started to wet his bed. The father appeared 
nervous, secretive, and mistrustful: the mother, who had 
already undergone neuro-psychiatric treatment in Hungary, 
roused all other inhabitants of her barracks two nights later 
when she had a fainting and screaming fit herself. This was 
followed by excruciating headache and transient blindness. 
We referred the whole family to the Maudsley Hospital in 
London for psychiatric interview by a Hungarian-speaking 
doctor. He reported that “ both boys appeared intelligent 
and their symptoms are reactive to maternal mishandling. 
The mother has had considerable difficulties in her personal 
relationships and the marriage had been under stress for many 
years. .. . The tragic events of the last few months, their 
present unsettled circumstances, and uncertain prospects are 
further endangering her already precarious adjustment. She 
now shows a tendency to translate her difficulties into somatic 
terms. I couldn't find anything wrong with the father. . . 
but he says that he is heading for a nervous breakdown if 
his wife continues to behave as she has done in recent 
months.”’ 

The family was eventually, and not without difficulty from 
both parents, transferred to a London hostel so that the 
mother and children should be able to attend for psychiatric 
outpatient treatment. There they soon got into further 
trouble. The father—a morose and unpopular man—was 
said by some of his more vocal fellow refugees to have been 
in the secret police in Hungary and even now to be travelling 
to and from Hungary regularly to report on refugees in 
England. (This was a not uncommon, often genuinely held, 
but usually quite ill-founded accusation. In this case, we could 
easily have disproved it, since he had spent the days of his 
alleged journeys to Hungary in the camp near Aldershot.) 
The mother drifted into loose company, refused for several 
weeks to see the psychiatrist, and aroused the bitter resentment 
of the more sober group of refugees. The father then abruptly 
returned to Hungary, leaving his wife and two sons—who are 
still causing grave anxiety to the hostel authorities—to fend 
for themselves. 


Most hysterical manifestations in the camp—rare at 
first, but gradually becoming commoner—were of this 
crudely transparent type, conforming more to the picture 
of the disease familiar from popular ‘fiction (and to 
Charcot’s classical case-histories) than to the more subtle 
and complicated forms seen in medical practice in Western 
countries today. : 


Welfare 


Individual and communal welfare—as also the day-to- 
day administration of the camip—was in the very capable 
hands of the Hampshire branch of the British Red Cross. 
The 54 pregnant women whom we saw and registered at 
the medical centre received extra food, vitamins, and 
clothing ; and most of them were examined in the ante- 
natal clinic of the Louise Margaret Hospital in Aldershot. 
(The first refugee child was born there on Dec. 14, 1956.) 
Great efforts were also made by the camp authorities to 
find for expectant mothers some more suitable accommo- 
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dation than Army barracks, where they could receive 
continuous antenatal and postnatal care. This unfor- 
tunately proved difficult: although cubicles were pro- 
vided, and there were communal heating and washing 
facilities, privacy for individual families was inadequate 
in’ most camps and hostels. 

Like expectant mothers, babies were supervised at 
the medical centre. Most mothers looked after them 
extremely well—if in a different manner from English 
parents—and neglect and cruelty were unknown. Older 
children, however, reflected with uncanny fidelity— 
usually by how they behaved rather than by what they 
said—the prevailing moods, preoccupations, and tensions 
in the camp. For a week or two in January, when a 
rumour circulated that the whole camp would be shipped 
to Northern Ireland, there was an ‘‘ epidemic ”’ of children 
going off their food; and mother after mother came to 
the medical centre, exasperated (both persuasion and 
chastisement having failed) and insisting that their 
children would simply fade away. We reassured them as 
best we could; and we gave the children tonics and 
vitamin tablets ‘“‘to keep them going’: but real 
improvement only came when the Red Cross and school 
authorities arranged for all children to attend the local 
schools regularly. They were collected and taken there 
by special bus every day ; and almost all seemed greatly 
to enjoy the experience. 

Perhaps the most difficult, if least medical, aspect of 
welfare—the moral welfare of young people—could hardly 
be tackled properly in a transit camp. The rootless and 
the restless not only formed a comparatively large pro- 
portion of the camp population (especially as more and 
more of the others found work outside); but in the 
camp atmosphere of enforced idleness, uncertainty, and 
lack of all personal responsibility they also influenced 
many young waverers. The generally agreed policy was 
one of minimal interference with the private lives and 
living arrangements of the camp population; but one 
could not escape a feeling of profound misgiving when 
girls of 15 and 16, some of whom had left behind a stable 
and happy family background, came to the medical centre 
‘‘to have something done’’ about their unwanted early 
pregnancies. (Birth-control was practically unknown 
among the refugees: and, by all accounts, abortion had 
been semi-legalised in Hungary during the past few years.) 


Problem Patients 


One of us, who speaks Hungarian, had to deal with a 
growing number of “ problem ’’ patients, many of whom 
were brought to us from other parts of the country by 
their hosts or employers. 


A farmer motored up from Devon with a young Hungarian 
—one of four whom he had taken away from the camp soon 
after their arrival and to whom he had given a cottage and 
work on his farm. The patient had apparently been quite 
happy during the first week in his new job; but since then 
he had been complaining of a variety of digestive symptoms. 
These were ascribed by his doctor—who, according to his 
letter, could neither make sense of what the patient told him, 
nor convey to him his own instructions—to peptic ulcer, 
gastritis, or a grumbling appendix. The patient’s main 
complaint was ill-localised abdominal pain, which gave him 
no respite and which was unaffected by food, the doctor’s 
medicine, or posture. He also complained of much nausea 
but no vomiting ; his bowels were regular; and his appetite 
was fair. He mentioned giddy spells on bending down, and 
a “ feverish ’’ feeling at night ; but he slept well, and he had 
lost no weight. Clinical examination was negative, except 
for diffuse abdominal tenderness and a spastic sigmoid colon. 

The patient was emphatic about liking his new work and his 
employers ; and he seemed distressed at the thought that he 
might be taken for the Hungarian equivalent of a “‘ skiver.’’ 
On closer questioning, however, he was resentful on several 
counts. First, he received £2 less in weekly wages than the 
English farm-workers. (This, because of the language diffi- 


culty, he considered not unreasonable ; but ‘‘ why was he not 
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told before ?’’). Second, his wife (to whom he was not 
legally married) had been asked to do housework without 
extra pay. Third, he felt that he ought to have been 
investigated in hospital from the onset of his troubles. In a 
more general vein, he was critical of most features of English 
life, including the weather. 


In Hungary, he had been a miner for the past six months ; 
but, at 29, he had already travelled in four continents. At 
17 he ran away from home, joined the Hungarian army, and 
was taken prisoner by the Russians. After several unsuccess- 
ful attempts he escaped from a P.o.w. camp to China, only 
to be handed back to the Russians six months later by the 
Chinese Communist army. From another P.o.w. camp in the 
Ukraine, however, he eventually made his way back to 
Hungary, just in time to attach himself to the German army 
in its retreat to Austria. In 1945, from a displaced persons’ 
camp in the French zone, he enlisted into the French Foreign 
Legion; and he fought in Madagascar and Indo-China for 
six years. In 1952, he was shipped back to Germany, 
deserted, and, by way of Italy and Yugoglavia, returned to 
Hungary. There he married his first wife, by whom he had 
a child; and he held a succession of jobs interrupted by 
several prison sentences and a brief spell as an army officer. 
Although he took no active part in the revolution, he now 
** just couldn’t stick the régime ”’ any longer. 

Even in ordinary practice such cases are troublesome and 
medically unrewarding; but here there were additional 
difficulties. Normally. when advising patients against expen- 
sive and time-consuming hospital investigations, one does so 
with the comforting thought at the back of one’s mind that 
they are left with an almost unlimited choice of alternative 
doctors whose counsel they can seek. This patient, on the 
other hand, would not get another chance for a long time even 
to voice his discontent. Similarly, even the slight benefit of 
superficial psychotherapy would be denied to him as soon as 
he had left our consulting-room. One also feared that 
discussion with his employer of his grievances—some of which 
may not have been entirely unjustified—might cause ill- 
feeling: and one was far more aware than many of the 
refugees themselves how much their future welfare depended 
on public good will. Finally, one’s loyalty to the individual 
patient was strongly assailed by the knowledge that there 
were many other young men in the camp who, hard-working 
and dependable, would have been anxious to take on his job 
and would have done far better in his place. However, we 
reassured the patient about his symptoms; we had a frank 
talk with his employer (who proved far more understanding 
than we had expected) ; and we wrote a detailed case history 
to the doctor. 

We saw the patient again three days later when he came 
for a routine medical check with a group of young men who 
had volunteered for the mines. He looked cheerful and 
(“‘ thanks to your tablets, doctor ’’) he felt perfectly fit ; and 
there was, of course, no medical reason against his returning 
to his old occupation. Later, however, we got in touch with 
his previous employer who told us that not only had the 
patient left him at a most awkward time and without giving 
notice, but that he had also persuaded three of his fellow 
refugees to do-the same; that his doctor had already gone 
to a great deal of trouble in arranging hospital investigations 
for him ; and that in no circumstances would he or any of his 
friends employ Hungarians again. 

Not so much the patient as his employer’s reaction 
was in many ways typical: it reflected a dishearteningly 
widespread misconception of the refugee problem. Events 
in Hungary had stirred most people’s imagination in this 
country ; but during their impressive display of human 
solidarity towards the victims few faced the fact that the 
migration of more than 150,000 people had been a tragic 
side-effect, not part, of the political drama. Thousands 
of families were not driven out of Hungary either by 
famine, fear, or force of arms; nor, of course, did they 
simply try to escape physical discomfort. The forces 
which uprooted them were probably as irrational and 
abnormal by ordinary peace-time standards as the forces 
which, in war, drive gentle and law-abiding citizens into 
action. Few soldiers in battle think in ideological or even 
national terms: and it is doubtful if more than a handful 
of refugees did so before setting out on their flight. The 
outbreak of the revolution caused not only a sudden and 
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complete upheaval of their country’s social and political 
order ; it also upset all conventions of behaviour: and 
the open Western frontier, sealed for so long, was 
certainly a powerful force of attraction even to the 
least adventurous. 


Most refugees arrived in the West still in this unsettled 
state of mind; and only there, and only gradually, were 
they to realise that they had exchanged the hardships 
and insecurities of a political régime for the equally 
crippling, if more transient, hardships and insecurities of 
life in a foreign country. Many had left young children 
and sick parents behind without, it seems, pausing to 
consider that the parting may be for good: and in the 
intoxicating atmosphere of the_ revolution many must 
have felt that political frontiers would soon be reduced 
in importance to derelict level-crossings. 

After their escape other unfavourable psychological 
influences were bound to make themselves felt. In a 
heterogenous, ill-organised, and often disillusioned crowd, 
comradeship, leadershjp, and respect for those left behind 
—the familiar foundations for front-line morale—were 


lacking: and, on the other hand, the equally familiar . 


and most potent cause of its decline, a feeling of ‘‘ not 
being kept in the picture,’’ was present from the start. 
(This was only partly imposed by the language barrier. 
Too often, especially when urgent group movements were 
necessary, grossly inaccurate information was used as a 
short-cut to gaining the codperation of the refugees. 
Even force is preferable to such a policy which only 
creates a vicious circle of disappointment, mistrust, 
passive resistance, and even more glamorous and unsound 
promises.) Many refugees became acutely aware—and 
some were almost obsessed by the thought—that in the 
eyes of their hosts any refugee must appear ‘‘ pretty 
much like the next one.’’?: but it was usually the highly 
sensitive ones—those who protested their individuality 
most—who found it least easy, when the time came, to 
abandon the security afforded by being part of a crowd. 
It is hardly surprising that many refugees—even those 
emotionally most stable and intellectually sometimes 
brilliant—passed through a phase which no more 
reflected their normal selves than it fitted into the normal 
life of the country which gave them refuge. 


It cannot be too strongly emphasised that this is not 
a political problem : and it is doubtful whether physical 
measures alone, modelled on disaster relief at home, 
ean solve it. They may be needea; but to be 
effective they must be applied with a clarity of judg- 
ment which can only come from a thorough under- 
standing of the underlying psychological conflicts and 
difficulties. Individual charity too has an immensely 
useful part to play ; but it must guard against drawing 
too sharp a distinction between the ‘‘ deserving ’’ and the 
‘‘ undeserving poor,’’ and it must be given not only with 
sympathy and patience but also with some degree 
of detachment. However generous, it can never be a 
short cut to the resettlement of many thousands of home- 
less people of varying intelligence, background, and 
physical fitness. This is a task which requires highly 
trained teams of social, psychiatric, educational, and 
medical workers. There is no doubt that the trouble and 
expense of recruiting such teams, however great, would 
prove a sound investment both materially and in terms 
of human happiness. 


Only to a few of those who have helped us—-sisters, nurses, 
interpreters, civilian and R.A.M.C. voluntary workers, and 
both English and Hungarian medical colleagues—can we 
express our thanks by name: and for the work done by staff 
and members of the British Red Cross Society we can but 
record our admiration. We should like, however, to thank 
especially Miss E. Balfour, 0.B.£., the Red Cross Camp 
commandant, and Miss E. Pilkington, deputy commandant, 
for their unfailing coéperation ; and to Colonel A. N. Odbert, 
0.B.E., A.D.M.S. Aldershot District, we should like to express 
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our gratitude for his guidance and interest both in our work 
and in the preparation of this article. We were greatly helped 
by the patience and ingenuity in overcoming the language 
difficulty of the medical, nursing, and administrative staff of 
the Cambridge Military and Louise Margaret Military Families’ 
Hospital in Aldershot, and the Aldershot General, Northfield 
Isolation, and Farnham Hospitals. We also wish to thank 
Colonel H. C. Benson, commandant, R.A.M.C. Depot and 
Training Establishment, Crookham, and his staff, for manifold 
assistance ; Capt. B. Pritchard, r.a.p.c., for looking after our 
dental patients; Dr. J. Craig Lindsay, medical officer of 
health for Aldershot, for valuable support ; and Dr. A. Mezey, 
senior registrar at the Maudsley Hospital, London, for devoting 
so much thought and time to some of our most difficult cases. 

We are grateful to the Director-General, Army Medical 
Services, for permission to publish. 


MENTAL ILLNESS AND THE LAW 
Recommendations of the Royal Commission 


Times change, and the law must change to keep 
in tune with them. This is the burden of the Royal 
Commission’s unanimous report.1. The objects of the 
law are to give the patient the best care, to protect the 
public, and to prevent the abuse of compulsory powers ; 
but ‘‘ advances in medical knowledge, new methods of 
treatment and the development of new organs of govern- 
ment and new social services have naturally demanded 
changes in the medical and administrative methods by 
which these objects are pursued.’’ The present laws were 
passed at a time when it was assumed that all mentally 
disordered patients must remain in custody during treat- 
ment ; and it will now be necessary to repeal thé Lunacy 
and Mental Treatment Acts and the Mental Deficiency 
Acts. A new Act will be needed to take their place, 
and certain other statutes will have td be amended— 
e.g., those concerning marriage, divorce, and property 
of mentally disordered persons and sexual offences 
against them; Broadmoor Institution; and liability 
to National Service. The Board of Control will be 
abolished. 

The new recommendations of the commission are 
summarised below. 


The Patients 


For legal and administrative purposes, three main 
groups of patients should be recognised : 


(1) Mentally ill patients, including the aged with mental 
infirmity. The term ‘ person of unsound mind ’”’ would no 
longer be used. 

(2) Psychopathic patients. The commission use the term 
‘** psychopathic personality ’’ in a wide sense to include any 
type of aggressive or inadequate personality which is recog- 
nised medically as a pathological condition but do not 
render the patient incapable of leading an independent life. 
The term includes all such patients now classified as feeble- 
minded or moral defectives needing care. 


(3) Patients of severely subnormal personality—i.e., 
those incapable of leading an independent life. The term 
would include all those now classed as idiots and imbeciles, 
and some now classed as feeble-minded. The terms “ idiot,”’ 
‘** imbecile,’’ and ‘‘ defective ’’ would no longer be used. 

‘“The administrative distinction between mental illness 
and mental deficiency has a sound practical basis, but the 
rigidity with which it has been enforced through two separate 
legal codes has had some unfortunate results. The grouping 
of all types of defectives together’. . . has led to the supposition 
that they must be_a,more homogenous group of patients than 
they really are.” 


Accordingly, there should be no rigid legal designation 
of a hospital catering for only one of these groups ; 
the extent of specialisation would be a matter for medical 
and administrative arrangement. Most of the mentally 


1. Royal Commission on the Law Relating to Mental Illness and 
Mental Deficiency, 1954-57: Report. H.M. Stationery Office. 
Cmd. 169. Pp. 324. 108. 6d. 
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ill do not need to be admitted to hospital as inpatients ; 
but for those requiring inpatient care new arrangements 
are proposed. A single Act would define the procedure 
of admission to hospital of mentally disordered patients 
of all three groups. 


Admission for Care 


At present a patient can be admitted to a mental 
hospital only (1) as a voluntary patient (i.e., he must 
be well enough to sign an application form), or (2) 
on certification, which may carry a certain social or 
moral stigma, because many people wrongly think 
that ‘‘ certification’’ implies that the patient is per- 
manently deranged or dangerous. The term should be 
dropped. Instead, ‘‘ all forms of hospital and com- 
munity care should be available in future to patients 
who are content to receive them.’’ The voluntary- 
admission procedure should be abandoned. Admissions 
should be arranged in the same way as admissions to 
general hospitals, with no statutory fixed notice of 
intention to leave; patients should be assumed to be 
content to be admitted unless they positively object. 
This should apply to patients in all groups. 


“Every effort should be made to persuade patients and 
their relatives to agree to care without compulsion. But if 
such efforts fail, doctors and others should not be too hesitant 
to use the compulsory powers which the law provides, when 
this seems the only way of giving a patient treatment or 
training which he badly needs or when such powers are 
necessary for the protection of others.”’ 


Many of these will need admission to hospital, but 
some are better placed under the guardianship of the 
community, and to them the same principles apply. 
Local health authorities should have a duty to act as 
guardians where necessary. 


The special position of psychopathic patients is 
considered. They are distinguished from normal citizens 
not by their loss of reason or lack of intelligence but 
by their behaviour, and the special wide powers of 
compulsion allowed by the present law is not now justifi- 
able, though there are grounds for providing compulsory 
training for the young, and for compelling psychopathic 
patients of any age to enter hospital for only short 
periods. Unless, then, he has broken the criminal law, 
a psychopathic patient should be liable to compulsory 
admission (where necessary) if under the age of 21 
at the time of admission, but must be discharged by 
the age of 25 (unless he has become liable to compulsion 
for other reasons). At any age psychopathic patients 
(as well as mentally ill and severely subnormal patients) 
should be liable to compulsory admission, for observa- 
tion for periods not exceeding twenty-eight days, or 
for care after criminal conviction when the court thinks 
it necessary and the hospital is willing to provide it. 
Criteria for distinguishing psychopathic and severely 
subnormal patients are outlined in the report, but 
detailed definitions should not be written into the law. 
The authorities should not be reluctant to bring a 
criminal charge against a psychopathic patient, for he 
is responsible in the eyes of the law, and a conviction 
may be the only way to ensure that he is treated. 


No formal designation is necessary by the Minister 
of Health of hospitals to which ‘‘ compulsory powers ”’ 
apply; it should be for the hospital boards and com- 
mittees to decide which hospitals have powers of 
detention. No hospital should be obliged to admit a 
patient for whom it cannot provide suitable care. Patients 
compulsorily admitted should have the same status as 
others. No letter written by any patient should be 
censored except at the request of the addressee; but 
hospital authorities should be empowered to withhold 
from the patient any incoming letter which it might 
harm him to receive. There should be no statutory 
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notification of a patient’s discharge, but the relatives 
and general practitioner should be notified informally, 
as well as the local health authority if it is to provide 
aftercare. 


In sum, the main procedures for admitting a patient 
to compulsory care are : 


(1) Except in emergency, there should be two medical 
recommendations—preferably one by a doctor experi- 
enced in mental disorders (usually on the staff of the 
admitting hospital) and one by a doctor who already 
knows the patient. In emergency, one recommendation 
would suffice, but the second must be added within 
seventy-two hours (twenty-eight days in the case of 
guardianship). (The present reference to a justice of the 
peace—often merely a formality—should cease, for it 
links treatment of mental disorder with the authorities 
responsible for the punishment of crime.) 

After twenty-eight days, a patient compulsorily 
admitted to hospital as an emergency would have to 
agree to continue in care (if this was necessary); other- 
wise a fresh application would have to be made with 
medical recommendations and a more precise diagnosis. 
(Psychopathic patients over the age of 21 could not 
thus be detained unless this was authorised by a court 
after criminal proceedings.) 

An application for compulsory admission to hospital 
or guardianship, with two supporting medical recom- 
mendations, would authorise detention for up to a year. 
Before the end of this year, if the patient was still 
detained, the medical superintendent or medical officer 
of health should review his case, and (if compulsory 
care was still thought necessary) sign a recommendation 
of further detention, with reasons; this would be 
reviewed by the hospital management committee or 
local health authority. Similar recommendations would 
be made at increasing intervals where necessary. 

(2) The recommendations for admission must contain 
either a diagnosis of mental illness, of psychopathic 
personality, or of severely subnormal personality, and a 
recommendation for hospital or community care; or 
a diagnosis of mental disorder and a recommendation 
for up to twenty-eight days’ observation in hospital. 
In the first case, full explanation must be given of the 
need for hospital care or guardianship and of the necessity 
for compulsion. 

(3) Application by a relative or mental-welfare officer, 
supported by medical recommendation, should authorise 
the detention, without reference to a magistrate. 


(4) Powers of discharge would be held by the patient’s 
nearest relative (unless a certificate barred this because 
the patient was dangerous), a responsible doctor, any 
three members of the governing authority, and on special 
occasions, mental-health review tribunals. The tribunals 
would be appointed on a regional basis, by the Lord 
Chancellor, and include medical and legal members: 
patients or relatives would be able to appeal to them 
against detention in certain circumstances. 

(5) Where an appeal is made against the decision 
of the tribunal, the Minister of Health (represented by 
a staff of part-time medical and non-medical officers) 
should scrutinise the documents in the case, and if 
necessary make further inquiries, with the power to 
discharge patients against the tribunal’s decision. 
This staff must be ready to visit any patient who asks 
to be visited. 

(6) Admission and renewal documents should be 
scrutinised by the hospital or local-health-authority 
staff—not centrally as at present. Members of hospital 
management committees should visit patients regularly, 
and patients should be allowed private interviews. 


Other procedures would apply when it was necessary 
to override the wishes of the patient’s nearest relative : 


(7) The local health authority should have a duty to 
provide special training for children for whom an ordinary 
school is inappropriate. Hospital or community care 
would be appropriate in some cases under the Children 
and Young Persons Act. 

(8) In other cases where the nearest relative unreason- 
ably opposes the provision of care, an application (with 
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medical evidence) should be made to a magistrate’s 
court for some other person to be granted the relative’s 
power to apply for admission and discharge. The relative 
would have the right of appeal to quarter sessions and 
would retain the right to apply for discharge and to 
ask for a review by a mental-health tribunal. 

(9) In emergencies, if another relative or the mental- 
welfare officer was so convinced that the nearest relative 
was acting unreasonably that he was prepared to apply 
to a magistrate’s court for his wishes to be set aside, 
the main emergency procedure (as in (1) above) could be 
used, with a statement that the nearest relative was 
acting unreasonably. 

Special considerations apply to court cases and trans- 
fers from prisons or approved schools : 


(10) Where persons brought before a court were said 
to be mentally disordered, a medical report should 
be given by two doctors of standing similar to those 
who recommend compulsory admission. If the report 
agreed that the person was mentally disordered it should 
include advice as to the best way of dealing with him, 
and (if care was recommended) a statement of acceptance 
by the doctor who wotld be responsible for treatment or 
training. For some patients penal methods would be 
more suitable than medical. If the court was satisfied 
that penal measures alone were insufficient, and that 
care was necessary, care should be provided with the 
knowledge of the court but without its order. 

(11) If a court of quarter sessions or assize was 
satisfied that immediate release of a patient would lead 
to further offences, it should direct that the patient 
should not be set at large without the Home Secretary’s 
consent, and if the hospital or local authority wished 
to discharge the patient before the Home Secretary 
wished him to be released, other arrangements for his 
detention should be made. 

(12) When admission followed court proceedings, 
the nearest relative should have power to apply for dis- 
charge but not to order it. In the case of an adult psycho- 
pathic patient, the need for compulsion should be 
reviewed annually by the authority caring for him. 

(13) The Home Secretary should be able to authorise 
the transfer to care ~f persons, in prisons or approved 
schools, who are found to be mentally disorderd. The 
mechanism would be similar to that for court cases. 

Private hospitals and nursing-homes, whether run 
for charity or for’profit, receive special consideration : 

(14) No member of the staff should be able to make 
application for compulsory admission, and both medi- 
cal recommendations should be from outside doctors. 
Powers of visit and discharge should be held by members 
of the registering authority, and they must be allowed 
to inspect documents authorising detention. 

Provision is also made for private persons (rather than 
local authorities) to become guardians, if authorised by 
a local authority or court, or after court proceedings. 


Hospital and Local Authority 
A new definition is made of the functions of the 
hospitals and local authorities. 


“There is increasing medical emphasis on forms of treat- 
ment and training and social services which can be given 
without bringing patients into hospital as inpatients or which 
make it possible to discharge them from hospital sooner than 
was usual in the past. It is not now generally considered 
to be in the best interests of patients who are fit to live in the 
general community that they should be in large or remote 
institutions such as the present mental and mental deficiency 
hospitals. Nor is it a proper function of the hospital authorities 
to provide residential accommodation for patients who do 
not require hospital or specialist services, nor to provide 
other care for patients who have left hospital apart from 
necessary medical follow-up or outpatient services. The 
division of functions between the hospitals, local authorities 
and other official bodies should be broadly the same in relation 
to mentally disordered patients as in relation to others.”’ 


The hospitals should provide inpatient and out- 
patient services for those needing specialist medical 
treatment or continuous nursing, including the subnormal 
who cannot be nursed at home, and inpatient training 
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for subnormal and psychopathic patients where this 
necessitates psychiatric supervision. The local authorities 
should be responsible for preventive services and for all 
types of community care for those who do not, or who 
no longer, need inpatient care, including day or resi- 
dential training-centres; residential accommodation 
in private homes or hostels, especially for the old; 
and general social help and advice. They should provide 
aftercare as long as it is necessary, without needing 
compulsory powers. 

The local-health-authority services” should thus be 
much expanded, and should continue to include the 
provision of special training centres, though loca] educa- 
tion authorities should be allowed to cater for more 
children in the lower ranges of ability where possible. 
Some buildings now used by mental-deficiency institu- 
tions might suitably be transferred to local authorities 
for these purposes; for the rest, Exchequer help is 
recommended. 

Diagnostic clinics should be set up, on the lines of 
child-guidance clinics and perhaps based on them, but 
dealing with adults. They would be particularly use- 


‘ful for the diagnosis and assessment of psychopathic 


and severely subnormal patients, for clinical conferences 
between hospital and local-authority staffs on the 
best course in individual cases, and for advising the courts 
in cases where there is a possibility of mental disorder. 

The provision of some community services by the 
local authority is at present a duty only for defectives 
and the aged infirm : it should be a duty for all mentally 
disordered patients. 


Administration 


The central supervision of all health and welfare services 
is now a function of the Minister of Health, and, in 
line with the integration in them of the mental-health 
services, the Board of Control would cease to exist, 
for it would have no function. This was suggested by the 
board itself. The functions of visitors appointed by 
justices would be taken over by the mental-health 
tribunals and the local authorities. 

The Minister should have powers of control over the 
standards of residential homes provided by the local 
authorities, while the local authorities should take 
responsibility for registering private institutions for 
mentally disordered patients, and for the oversight of 
patients in private houses: this would need new 
legislation. 

The Minister of Health should consider whether the 
three State institutions should be brought within the 
administrative system of the National Health Service, 
or be managed by one or more special committees. 
In either case the committee(s) should include members 
who could often visit the hospitals as in any other mental 
hospital. The Minister should also review the arrange- 
ments for central collection of statistics. 

Perhaps the kernel of the report is contained in these 
sentences : 

We consider it essential that the mental health services 
should continue to be an integral part of the present national 
health and welfare services. There is no longer any need for 
special mental health legislation to provide authority for the 
provision of public hospital or community services or the 
registration or approval of private establishments. 

The report includes a tributé to the work of the Board 
of Control since 1913, andeénds with an expression of 
thanks to Miss H. M. Hedley, the commission’s secretary. 

The members of the commission were : 


Lord Percy or NEwcast Le (chairman), Sir Cecrm OaxkEs, 
Sir Russet. BRA, F.R.c.P., Dr. T. P. Rees, Lady ApRIAN, 
Mr. C. Bartiett, Mrs. E. M. Brappock, m.?P., Sir Harry 
Hytton-Foster, Mr. R. M. Jackson, Dr. D. H. H. THomas, 
and Dr. J. GREENWoop Witson. Mr. J. E. S. Smon, Q.c., M.P., 
replaced Sir Harry Hylton-Foster on his resignation. 
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GENERAL MEDICAL COUNCIL 
SESSION MAY 28-29 

New Recommendations as to the Medical Curriculum, 
designed to give greater discretion to licensing bodies and 
medical schools, were approved by the council last week. 
The number of subjects on which students must be 
examined has been reduced from 15 to 10, but the 
length of the curriculum is not altered. ‘‘ A lighter and 
more flexible curriculum is the first essential,’’ states the 
introduction to the Recommendations. *‘ If a reduction 
in duration is to follow, a second operation will be 
required.”’ 

REPORT OF CURRICULUM COMMITTEE 

The committee’s introduction said that the most 
important criticism of the Recommendations of 1947 was 
that they left insufficient scope for initiative and experi- 
ment on the part of the licensing bodies and schools. 

Until recently it was possible to proceed to independent 
practice immediately after qualification, and the council’s 
Recommendations—and indeed medical education in 
general—had therefore emphasised vocational training 
and experience. This emphasis, together with the 
advance of knowledge and increase in specialisation, had 
caused the curriculum to become congested, and students 
had tended to concentrate unduly on memorising factual 
data. ‘*‘ The council feel no doubt that an effort should 
be made to reduce the congestion,”’ the report continued, 
‘‘and this has been their primary purpose in modifying 
the form and content of their Recommendations.’ In 
contrast to those of ten years ago, the present Recom- 
mendations indicated the minimum length of the whole 
period of professional study but refrained from saying 
how long should be allotted to particular subjects or the 
sequence in which they should be taught. 

Corresponding changes had been made in the Recom- 
mendations as to Professional Examinations. While the 
council specified 10 subjects in which candidates should 
be examined, they did not specify subjects in which 
separate examinations should be held. 

Some licensing bodies and schools had suggested that 
the duration of the medical curriculum should be 
reduced. But the council felt that the primary task at 
the present time was to find means of reducing the 
congestion in the curriculum—to instruct less and to 
educate more. If it were simultaneously to be shortened, 
the principal object of the proposed reform would be 
thwarted. The council could say to licensing bodies and 
schools: ‘* We are lightening the Recommendations, and 
we hope that in future your courses need no longer be 
overloaded ’’; but they could not reasonably say at the 
same time: *‘ We ask you also to shorten your courses.”’ 

In professional education it was desirable that ‘‘ inter- 
departmental teaching should be encouraged throughout 
the whole period of professional study. The memorising 
and reproduction of factual data should not be allowed to 
interfere with the primary need for fostering the critical 
study of principles and the development of independent 
thought.’ To ensure that students are fit to continue 
the work which they have undertaken, ‘‘ there should 
be an adequate test or examination in normal structure 
and function not more than two academic years after 
the student has entered on the period of professional 
education.” 

Instruction in medicine and surgery should include 
clinical clerkships in medicine, surgery, and pediatrics 
for not less than fifteen months in the aggregate. ‘‘ It is 
desirable that for a part of the time of elinical clerkship 
the student should reside in hospital or conveniently 
nearby,’’ and ‘* the student should be given opportunities 
to learn something of the work of the general practitioner.”’ 
Instruction in psychological medicine should be carried 
out mainly in a psychiatric department, where neuroses 
and psychoneuroses could be studied. Not less than two 
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months of the time devoted to clinical instruction in 
midwifery should be spent by the student in residence 
either in a maternity hospital or in a hostel attached to 
a maternity hospital or in the maternity wards of a 
general hospital, during which period the student should 
personally conduct an adequate number of cases of 
labour. Instruction in pathology and bacteriology should 
be given in association with clinical studies. 

Candidates should be examined in anatomy, physio- 
logy, biochemistry, medicine, surgery, midwifery and 
gynecology, pathology, bacteriology, and pharmacology. 
Examinations in the subjects included under medicine 
(child health and pediatrics, social and preventive 
medicine, and psychological medicine), and in the various 
specialties in medicine and surgery, may be separate 
examinations or may form part of examinations in 
medicine and surgery. The final or qualifying examina- 
tion is to be in medicine, surgery, and midwifery and 

1 ° m 7 U) 
gynecology. ‘‘ Examiners should be empowered to take 
into account the duly attested records of the candidate 
throughout his course of study.”’ 


DISCUSSION 


In introducing the report Sir Davin CAMPBELL spoke 
of a spirit of adventure now abroad in medical education 
—a desire to experiment. As regards training in the 
basic sciences, he rejected the suggestion that these are 
not cultural subjects. He thought it desirable that such 
training should take place in university or medical 
schools, ‘‘ but unfortunately we have got to face the 
situation that a great many receive the training in 
schools.”’ 

Prof. H. R. DEAN (Cambridge) said he had been struck 
by the immense time taken in schools in reaching the 
standard in these subjects—two or three years compared 
with the single year spent on them in a medical school. 
This had unfortunate results in that it shortened the 
period of general education. 

Turning to professional education, Sir Davip pointed 
out that ‘‘ adequate experience of dissection ’’ was now 
laid down, as compared with the 1947 recommendation 
that the whole of the human body should be dissected. 
‘We leave it to the medical schools,”’ he said, “‘ to interpret 
the word ‘ adequate ’ in this connection.’’ In regard to 
midwifery it was impossible to lay down a definite 
number of cases of labour to be conducted. In view of 
the claims made for drugs, and the visits received by 
practitioners from ‘‘ those itinerant professors of thera- 
peutics, the representatives of pharmaceutical firms,”’ he 
thought it highly desirable that the student should have 
adequate instruction in pharmacology including the 
principles governing the design and interpretation of 
clinical trials. 

Prof. J. H. F. BrotrHerston (Edinburgh) welcomed 
the form of the Recommendations, which he described as 
‘‘an enabling statute which gives freedom to experi- 
ment.’’ He wondered whether it was still necessary to 
specify the period to be spent in residence during clinical 
instruction in midwifery. Edinburgh University also saw 
with some regret the dropping of specific reference to 
therapeutics. They felt that therapeutics had played 
an important part in the training of students and there 
was a place for it, perhaps alongside pharmacology. 

Dr. J. G. McCrie (Sheffield) also appreciated the free- 
dom of the Recommendations, but he agreed with Dr. 
Brotherston about the midwifery period. Similarly he 
thought that there was perhaps no reason to specify a 
particular period of time—fifteen months—for the clinical 
clerkships in medicine, surgery, and pediatrics. 

Mr. Victor Lack (Royal College of Obstetricians and 
Gynecologists) said that they had fought for a long time 
to get a decent period of residence, so that students could 
see the work of the department of obstetrics, which after 
all took place mostly at night. If the council made a 
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loophole, the standards in that branch of the student’s 
education would be endangered. 

Professor DEAN emphasised the value of a close correla- 
tion between anatomy, physiology, and pathology. Often 
it was not until the student saw changes in a diseased 
kidney or lung that he realised he did not know what the 
normal appearance was: a. course in the abnormal was 
something which stimulated a desire to know about the 
normal ; and for that reason Professor Dean would have 
been happier if pathology and bacteriology had come 
with human anatomy, physiology, and biochemistry, 
before medicine. 

Prof. P. J. Morr (Leeds) was disappointed that there 
was no mention of the preregistration year: the way 
that year was used must have a considerable influence. 
In his school they felt that it did away with the need 
for long clerkships in medicine and surgery. It would be 
possible so to arrange the course as to give some of the 
more practical parts less influence and use the time in 
teaching more fundamental matters. Some consideration 
should be given to tlie function of the preregistration 
year vis-a-vis the undergraduate stage. Prof. G. A. 
CLARK (Crown member) thought that the preregistration 
year was the responsibility of the licensing bodies but not 
of the council. 

Prof. T. N. A. Jerrcoate (Liverpool), replying for 
the curriculum committee, said he was opposed to 
mentioning periods if this could be avoided, but the com- 
mittee thought it important that the old system of appren- 
ticeship should be retained. He was a little in sympathy 
with what had been said about the two-month period for 
midwifery, but the fact had to be recognised that any 
practitioner was entitled to practise midwifery. It was 
impossible to teach even very simple matters of safety 
unless the student was resident for a reasonable period. 
Dr. D. J. A. Kerr (Royal College of Physicians of 
Edinburgh) said that the professor of midwifery in 
Edinburgh would like the specific period of two months 
deleted and some such words as ‘“‘ a sufficient period ”’ 
substituted. Mr. R. A. Sronry (Royal College of Surgeons 
in Ireland) thought it useless to make a student resident 
for less than two months. A great deal of his time was 
taken up in getting used to the routine of hospitals. 

Professor BROTHERSTON formally moved, and Dr. KERR 
seconded, that ‘‘ sufficient time ’’ should be substituted 
for ‘“‘two months’’ in the period of residence recom- 
mended for midwifery. Sir HaroLD BoLDERO opposed. 
The stipulation of the number of cases had been removed 
and he thought they should wait some years. 

Sir Davip CAMPBELL said that the committee thought 
that at least fifteen months in clinical clerkships was 
desirable and that by keeping the two months while 
dropping the number of labours they could ensure that 
students were adequately trained in midwifery. He asked 
the council to reject the amendment. It did so, six 
members voting for the amendment. 

Replying to other points raised in the discussion, 
Sir David said that the therapeutic uses of drugs were 
included in pharmacology. As to the correlation of 
pathology and bacteriology with anatomy and physiology, 
it was recommended that ‘‘ interdepartmental teaching 
should be encouraged throughout the whole period of 
professional study.’’ There was nothing to prevent 
Professor Dean’s school teaching the elements of bacterio- 
logy as indicated. The preregistration year was not— 
perhaps unfortunately—the concern of the council. It 
was for the licensing bodies to see that their students 
received adequate instruction in the preregistration year. 

On the recommendations as to professional examina- 
tions, Sir David mentioned that the curriculum com- 
mittee would have liked to say that examiners should be 
compelled to take into account the duly attested records 
of students, but this recommendation was not possible 
in the case of bodies which were purely examining bodies. 
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REVIEW OF EXISTING CURRICULA 


The revised recommendations, together with the 
introduction, will be published by the council and 
circulated to licensing bodies and medical schools. No 
date of operation has been specified, but the council 
hopes that licensing bodies and medical schools will 
review their curricula in the light of the new recommenda- 
tions as soon as they conveniently can. 


THE PHARMACOPGIA 


Dr. Guy Darn, chairman of the Pharmacop@ia Com- 
mittee, announced the committee’s decision that colour 
should be allowed to be attached to tablets in cases where 
the preparations were the monopoly of one firm and could 
not be made by anyone else—and only in those cases. 
This would cover nine items only, and possibly a tenth. 
At present no colour is allowed for any tablet. 


MEMBERSHIP OF THE COUNCIL 


Dr. J. M. O’ConNoR has been appointed representative 
of the National University of Ireland for three years, and 


. Professor CLARK has been reappointed for five years. 


Medical Disciplinary Committee 


The committee met on May 29, with the President in 
the chair. 
APPLICATIONS FOR RESTORATION 


Charles Kingsley Colwill, who was not present but was 
represented by Mr. E. B. McLellan, counsel, instructed by 
Messrs. Le Brasseur and Oakley as solicitors to the Medical 
Protection Society, applied successfully for the restoration of 
his name to the Register. 

An application from William Arthur Nason, whose name 
was erased in 1954, was rejected. 


POSTPONED JUDGMENTS 


To give William Frank Cruickshank, registered as c/o Milne, 
Broxy Cottage, Westmuir, Brechin, Angus, m.B. Glasg. (1935), 
a further,opportunity of rehabilitating himself, the committee 
had postponed judgment a year ago. Dr. Cruickshank asked 
for postponement for a further year so that he might obtain 
suitable references. This was agreed. 

The Registrar was not directed to erase the name of John 
Millar Matthew, registered as of 176, Farley Road, Selsdon, 
Surrey, m.B. Camb. (1932). Judgment had been postponed 
for a year. 

The committee noted with satisfaction the letters sent to 
the council concerning James Watson Richmond, registered as 
of Rosskeen, Kelty, Fife, m.s. Glasg. (1929), in whose case 
judgment will be given in May, 1958. 

Andrew Francis Amerherst Gallen, registered as of 20, Orchard 
Drive, Giffnock, m.B. Glasg. (1932), had had judgment post- 
poned for a year. In view of satisfactory information as to 
his conduct, the committee decided that his name should not 
be removed from the Register. 

James McKenzie, registered as of 255, Rochdale Road, 
Middleton, Manchester, m.B. Aberd. (1944), appeared for 
judgment, postponed from last May. He was represented by 
Mr. N. Leigh Taylor, of Messrs. Hempsons, as solicitors to the 
Medical and Dental Défence Union of Scotland. In view of 
information as to his conduct, which had been received, 
his name was not erased. ; 

Joseph John McMenemy, registered as of Burnside, 
Bargeddie, Glasgow, t.a.H. Dubl. (1947), had had judgment 
postponed until the present session. He was not present and 
Mr. Taylor, who had had no instructions, explained that he 
was abroad. Judgment was further postponed. 

In another case in which judgment had been postponed, 
the committee, for the first time, varied a decision which 
it had announced. yy," 

The practitioner concerned was Robert Lindsay, registered 
as of 8, St. Ninian Drive, ‘Inverness, m.B. Glasg. (1945), 
who had been convicted, in 1951, 1952, 1954, and 1955, 
of committing breaches of the peace and of being found 
drunk. A decision had originally been postponed for a year 
in May, 1955, in order to give Dr. Lindsay an opportunity 
of reconsidering his habits, and last year the chairman 
announced that the committee had decided to postpone 
their judgment for a further period of a year, until May, 
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1957. ‘“* This decision is taken in your own interests,’’ he 
added. 


Dr. Lindsay was present and was not represented. He said 
he was sorry for everything and hoped things would be better 
in the future. In answer to the chairman, he said that for 
about ten months he had not been in practice. He did not 
want to say in public what he was doing, for he did not want 
it bandied all over Scotland. 

Mr. G. J. K. Widgery, solicitor to the council, said there were 
a number of testimonials. The Chairman: I do not want 
them read. 

The committee deliberated in camera and then the chair- 
man announced that, in Dr. Lindsay’s own interests, the 
committee had determined to po tpone judgment for a further 
period of one year. He would be asked to furnish the names 
of professional colleagues and other persons of standing 
to whom the council would be able to apply for information, 
to be given confidentially, as to their knowledge of his habits 
and conduct in the interval. 

Dr. Lindsay: Being on probation should not be a hardship. 
There is one difficulty about it. If you were in a job it would not 
be so bad. I find it difficult to approach people. 

The chairman then asked if this was why he was doing 
his present work. 

Dr. Lindsay: I thought it would be a good thing to do work 
in the open air. 

The Chairman: I wish you had called our attention to that 
before. Do you mean you have difficulty in getting employment 
because you are on probation ? 

Dr. Lindsay: That is my attitude. When I was drinking I 
had no difficulty. It is only since this publicity. 

Dr. Lindsay added that it had cost him £25 coming to the 
meetings of the committee. 

The Chairman: Would the committee like to consider this in 
the light of the statement which has now been made by Mr. Lindsay 
and which we had not before us when we discussed this matter 

Strangers were ordered to withdraw. When they were 
readmitted the chairman announced 

*“*In the light of the statement you made to us just now and 
after further consideration of this case, the committee have now 
determined that the registrar shall not be directed to erase + 
name by reason of the convictions. That concludes the case. May 
I express the personal hope that you will see to it that you do not 
appear again f 


Dr. Lindsay : I thank you very much indeed. 


CONVICTION FOR SHOOTING 

Robert Philip Strang, registered as c/o Hempsons, 33, 
Henrietta Street, London, W.C.2, m.r.c.p. (1946) had had 
judgment postponed for two years in May, 1955, following his 
conviction, at the Central Criminal Court in 1954, upon 
indictment of shooting at Edward Anning with intent to do 
him grievous bodily harm, for which he had been ordered 
to be imprisoned for 18 months. Dr. Strang was not present, 
but was represented by Mr. Taylor in his private capacity. 

Mr. Widgery said that there were three testimonials. 

Mr. Taylor read a statutory declaration from Dr. Strang 
which stated that he left England last January with the 
object of practising medicine overseas. He had now succeeded 
in making a new start and begged the committee to allow 
him a chance to rehabilitate himself. 

In view of the information concerning Dr. Strang’s conduct 
the committee determined not to erase his name. 


ADULTERY WITH A PATIENT 

Kenneth Leopold George Nobbs, a.m., registered as of 
3, Cotman Gardens, Edgware, Middlesex, m.s. Lond. (1936), 
was charged with committing adultery with a woman patient 
and having been found guilty of adultery with this woman 
by a decree of the Divorce Court. 

Mr. Widgery, solicitor to the council, alleged that the 
woman was still on Dr. Nobbs’s list on Aug. 27, 1956, 
when the adultery took place, which was found proved in the 
Divorce Court, but in a letter to the council Dr. Nobbs said 
she left his list on Aug. 23. He had known the lady and her 
husband socially ; they were on Christian-name terms. 

In evidence Dr. Nobbs said that when they knew they were 
in love he wanted her name transferred from his list—not 
that they had any intention of adultery ; it was purely that 
he was not treating her properly because he could not treat 
her objectively. 


Mr. WipcEerRy: I put it to you that the real reason was that 


you were then plensing adultery ?—That was quite untrue. It 
could not be less true. 
occurrence. 

Mr. Taylor, of Messrs. Hempsons, solicitors for the Medical 
Defence Union, submitted that what occurred arose in no 
way out of the professional relationship but out of the 


Our one idea was to prevent any such 
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AND THE LAW 


social relationship, which was, the evidence showed, un- 
usually close in this case. It was not wrong for a doctor 
and patient to develop a very high degree of friendship. 
In the nature of things that friendship sometimes would go 
too far. If that happened between a doctor and his patient 
the doctor would have sinned; but would he have sinned 
professionally, any more than if he were a solicitor, an 
architect, or a candlestick maker ? What was the professional 
sin in those circumstances ? In this case there was not one 
jot of evidence that Dr. Nobbs had ever abused the professional 
relationship in its narrower sense. 

In his final address Mr. Widgery said : 

“ This lady came to Dr. Nobbs as a patient. She later became his 
mistress. The best that can be said is that there may have been a 
gap of four days when she was technically not his patient at any 
rate for the purpose of the National Health Service regulations 
before the proved adultery took place on Aug. 27. I submit that 
cannot be any answer to a charge of this nature, and also you have 
the evidence of Mr. Hills that Dr. Nobbs gave Mrs. Hills medical 
treatment, if only first aid, on a date in September.’ 

The committee found the facts proved and that Dr. Nobbs 
was guilty of infamous conduct in a professional respect. The 
Registrar was directed to erase his name. This is subject 
to the entering of an appeal to the Privy Council. 


CONVICTIONS FOR DRUNKENNESS 

Patrick Francis MacDonald, registered as c/o A. MacDonald, 
solicitor, Main Street, Granard, co. Longford, M.B. N.U.1. 
(1941), admitted being convicted on various occasions since 
1950 of charges arising from the influence of drink. 

The chairman announced that, in the opinion of the com- 
mittee, the convictions indicated habits which were not only 
discreditable to Dr. MacDonald and to his profession but 
might be dangerous to his patients. To give him an oppor- 
tunity to overcome his tendency to drink to excess, .the 
committee determined to postpone judgment for one year. 


CANVASSING CHARGES NOT PROVED 

Nancy Winifred Holloway, registered as of Curridge, New- 
bury, Berks, m.R.c.s. (1923), appeared on six charges of 
canvassing for the purpose of obtaining patients, between 
October, 1954, and March, 1956, but Mr. Taylor, of Messrs. 
Hempsons, as solicitors for the Medical Defence Union, who 
appeared on behalf of the complainant, Dr. J. A. Richards, 
withdrew three of the charges. Dr. Holloway was represented 
by Mr. E. B. McLellan, instructed by Messrs. Le Brasseur and 
Oakley, as solicitors to the Medical Protection Society. She 
denied that she canvassed the persons named in the charge 
or any other person or persons for the purpose of obtaining 
patients. She had a considerable practice and in any event 
was proposing to retire. 

The committee determined that the facts alleged were not 
proved to their satisfaction and accordingly found Dr. 
Holloway not guilty of infamous conduct in a professional 
respect. 


“Medicine and the Law 


Anniataiiinints and a Techies 


A womAN.of 43 died of agranulocytosis after treatment 
in a mental hospital with a tranquillising drug, ‘ Pacatal.’ 
At the inquest! the coroner remarked that this drug, 
which could damage the bone-marrow, had until recently 
been freely obtainable at chemists. The drug, he added, 
should be given only to people who were psychotic and 
then only when all other forms of treatment appeared 
to be ineffective. Because so little was known about the 
drug, doctors should not use it in general practice. 

In evidence, a pathologist said that blood-counts 
made during this form of treatment could give a false 
sense of security because the effects on the marrow could 
appear suddenly. But many people, he continued, could 
be given the drug without suffering any harm; and he 
thought it was a recognised treatment in mental hos- 
pitals, but it should not have much place in general 
practice. The dose given in this case was not excessive. 
A registrar at the mental hospital told the coroner that 
the patient could have been treated with phenobarbitone, 
but the calming effect would have been leas sure and rapid. 
A verdict of ‘‘ death by misadventure ’’ was recorded. 


a. Wolverhampton Express and Siar, May 22, 1957. 
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Conferences 


ANGLO-FRENCH SURGICAL MEETING 


British and French surgeons met in London last week 
at an international conference with a difference. At the 
invitation of the president and council of the Royal 
College of Surgeons, the Académie de Chirurgie de Paris 
were the visitors and members of their party gave all the 
formal papers. The British contribution was a series of 
demonstration operations which were televised in colour 
and were seen by the delegates at the college while they 
were actually in progress at St. Bartholomew’s Hospital. 
The facilities for this were provided by Messrs. Smith, 
Kline, and French Laboratories Ltd.—a service already 
familiar to North American surgeons.* 


The technical quality of the picture was little better 
than that at a similar demonstration in Chicago in 1949. 
There is still a curious bluish green over all the images : 
the skin appears qufte corpse-like and the shadows 
opaque, and depth is difficult to judge. The truly stereo- 
scopic effect which is so valuable in colour photography 
has not yet been achieved. The sound reproduction was 
often quite indistinct. The production, on the other 
hand, was excellent. Operations were chosen for their 
visual interest, and the team of surgeons were acknow- 
ledged masters of their special subjects. Each session 
was under comment by a moderator and a two-man 
panel; and these three, themselves distinguished in the 
subject under demonstration, kept up an interesting 
series of questions which the surgeon had to deal with as 
he went along. The audience, too, could pass up their 
own queries for answering ; so the demonstrators faced 
quite an inquisition. They were more than equal to it, 
however, and the defects of the picture were forgotten 
in the valuable discussion which accompanied it. 


The papers were generally most stimulating and 
impressive—some in French and others in English. 
There was no translation service, but the quality of the 
material and slides lessened the need for one. Difficult 
subjects were included—for example, J.-L. Lortat- 
JACOB on his eleven years’ experience of over 700 cases of 
carcinoma of the csophagus. His experience has 
resembled that of most British surgeons who have written 
on this condition. The number of five-year cures is 
small, but the resectability-rate is high, perhaps because 
all the operations were through the left chest, and even 
fixed growths were often removed. 

MERLE D’AUBIGNE showed a fine colour film of his 
remarkable operation for reconstructing the knee after 
local resection of malignant tumours of the lower end 
of the femur. Replacement is by an ingenious combi- 
nation of homograft, sliding autograft, and pedicled 
patella, while an intramedullary nail holds the whole 
thing together. Patients are able to walk in two to three 
months. Sarcoma is not a promising tumour for this 
kind of management, but a special indication may be 
found in the dangerous type of recurrent osteoclastoma 
after curettage and radiotherapy. 

P. PorcHEeR, whose cineradiographs of the abnormal 
wsophagus were found so enlightening in this country 
last year, threw further light on the problem of ulcéres 


peptiques, which in French has the narrower meaning of 


anastomotic ulcers. In his films recognition of the elusive 
crater in the stomal loop is eased by the curious fixity of 
the surrounding mucosa, whilst all else is incessantly 
mobile. 


* As Dr. Brian Stanford pointed out last week (p. 1149) this 
is not, as we had asserted, the first such demonstration in 
this country. Operations were televised in colour, using 
British equipment, at the International Congress of 
Ophthalmology in London in 1950. 
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R. Sourautr showed how the Acnper mysteries of the 
lower end of the common bile-duct may be solved in some 
cases by a combination of those techniques associated in 
Britain with the name of Professor Mallet-Guy—per- 
operative cholangiography and measurement of biliary 
pressures. Whether or not a stone is present this kind 
of investigation is yielding important information which 
may lead to a better understanding of the region. 

Anterior ‘approaches to the cervicodorsal spine have 
been worked out by Jean Caucnorx and JEAN-PAUL 
Binet; and the former presented an interesting short 
paper showing the value of these operations in cases of 
paraplegia, often after laminectomy has failed. He 
raised the question of how many intercostal arteries 
could safely be divided in freeing the aorta: there is still 
no final answer to this in man. 

In pelvic peritoneal reconstruction after Wertheim or 
other pelvic clearance operations, H. Bompart has 
found that a long flap or sheet of the lower anterior 
abdominal peritoneum can be taken back and sewn to 
the pelvic brim just above the iliac arteries and the 
rectum. The whole of the pelvic cellular and lymphatic 


‘tissue can be removed below this level. A small plastic 


tube with mechanical suction soon obliterates the space, 
and the patients recover their abdominal functions 
correspondingly quickly. 


Parliament 


QUESTION TIME 
Royal Commission’s Report 


Dr. Donatp Jounson asked the Minister of Health if he 
would make a statement of his policy in regard to the imple- 
mentation of the recommendations of the report of the Royal 
Commission on the Laws Relating to Mental Illness and Mental 
Deficiency.—Mr. DENNIS VosPER replied: I welcome this 
valuable and comprehensive report, and I am at present 
studying the many recommendations made in it. I must have 
time to consider them before making any further statement. 
But I am glad to have this opportunity of expressing the 
Government's gratitude to the chairman and members of the 
Royal Commission for undertaking this important inquiry. 
Dr. Jounson: Will the Minister take some action, prior to 
legislation—which we realise must take time—on those 
recommendations which-do not require legislation, particularly 
the review of patients at present in hospital ?—Mr. VosPEr : 
Most certainly I shall consider what can be done by adminis- 
trative means in advance of any legislation. 

Mr. Kenneta Rosrnson: Will the Minister agree that, as 
a result of the recommendations of the Royal Commission, 
the present procedures will now give rise to increased anxieties 
and frustrations on the part of parents, psychiatrists, and 
patients ? Is not that an added reason for early action on 
the recommendations ?—Mr. Vosrer: That is certainly true, 
but any legislation will be of a very complicated and prolonged 
nature and must receive adequate consideration before it is 
introduced. 

Certification 


Mr. N. E. Dopps asked the Minister if he was aware that, 
of recent years, a much greater use has béen made of the 
one-doctor process of certification than of the two-doctor 
process for which the law also provides ; and whether, pending 
the introduction of amending legislation, he would use the 
resources of his department to give publicity to the existence 
of the two-doctor process of certification.—Mr. VosPEr : 
Two medical certificates are required in all cases of certification 
of mental defectives. In mental illness, relatives or friends 
of the patient can initiate the procedure involving two medical 
certificates, and the one-certificate procedure can be used only 
where the duly authorised offieer is satisfied that there are no 
relatives or friends able and willing to initiate action or that 
the patient is not under proper care and control. Mr. Dopps : 
Does the Minister appreciate that every week now 400 people 
are certified under the one-doctor procedure and the doctor 
does not need to have any special knowledge of mental illness ? 
As the relatives do not know about these things until long 
after the deed has been done, can he not see the dangers of 





a DMR HA 2D-ne-ate Fe faae 




















































1194 THE LANCET] 


PUBLIC 


this system ?—Mr. Vosper: The hon. Member said that the 
relatives do not know, but it may be that they would prefer 
to use the one-certificate procedure. In any case, the medical 
superintendent also examines the patient. In considering 
whether any action should be taken on the administrative side 
of the proposals made by the Royal Commission, I will look 
at this point. 
Private Patients 


Mr. Jonn Hatt asked the Minister if he would now amend 
the National Health Service Act, 1946, so as to allow private 
patients to utilise the other facilities provided by the Act ; 
and so as to allow the provision to all private patients free 
of charge, other than the prescription charge, a selected list of 
preventive and life-saving drugs and drugs designed for the 
alleviation and treatment of lethal diseases.—Mr. VosPEr 
replied: The private patients of general practitioners have 
full access to all the facilities of the National Health Service, 
other than the supply of drugs as part of general medical 
services. The provision of a selected list of drugs for private 
patients would raise many problems of great difficulty. My 
predecessor invited the British Medical Association to discuss 
this matter with the department, and those discussions are 
about to take place. 


Cost of Prescriptions 


Mr. R. W. SorENSEN asked the Minister if he had now 
reviewed the effects of increased prescription charges; and 
what information he had in respect of the decrease in the 
number of prescriptions and their cost.—Mr. VosPEr replied : 
Examination of a sample of prescriptions dispensed in 
December has shown that the increase in average cost of about 
5d. was probably due almost entirely to doctors prescribing 
larger quantities. The trend of costs since December suggests 
that this has continued. The number of prescriptions has 
also been much lower than a year ago, but this must be due 
partly to the low incidence of sickness. Mr. SORENSEN : 
Could the Minister indicate to what extent the anticipation 
of these increases has been fulfilled financially ?—Mr. VospEr : 
So far as I can gather at present, the anticipated saving and 
the actual saving will be about the same. Mr. ARTHUR 
BLEeNKiNSOP: Does not the Minister recognise the very real 
danger of waste involved in prescribing larger quantities, 
which he himself is encouraging ’—Mr. Vosrper: I cannot 
accept that, which suggests that the general practitioner is 
not competent to exercise discretion. The ordering of larger 
quantities is not wasteful if there is a continuing need. It 
does help people with chronic or continuing illness. That, I 
believe, is what is happening at the moment. Dr. SuMMER- 
SKILL: Would the Minister say it is an overstatement to say 
that most people have in their bathroom cupboards unused 
tablets, lotions, and ointments which have cost the country a 
great amount of money ?—Mr. Vosrer: I have seen allega- 
tions to that effect, but I have no evidence that it is true. 


Radiostrontium in Bone 


Mr. D. Howe asked the Prime Minister what advice he 
had received from his medical and scientific advisers about 
the fact contained in the report of the Atomic Energy Research 
Survey that the bones of a stillborn child in Carlisle con- 
tained about seven times as much radiostrontium as that found 
in older people examined at about the same time. 

Mr. MaAcmILLAN replied that the heavier concentration of 
radiostrontium in the bones of children compared with adults 
was fully considered in the M.R.C. report. It was for this and 
other cognate reasons that the maximum permissible level of 
radiostrontium in the human skeleton accepted by the Inter- 
national Commission on Radiological Protection was regarded 
as being too high for the general population. The Medical 
Research Council considered that the maximum concentration 
of radiostrontium in the bones of the general population, 
with its proportion of young children, should not be greater 
than a tenth of the maximum permissible level for adults 
in special occupations. 

Mr. Howe. asked whether it was not disturbing to find 
such quantities of strontium in a baby that has neither 
breathed nor fed ? Because the M.R.C.-reéport showed that 


babies up to one year of age already had 1-2 units of strontium, 
and because of the growing medical and scientific perturbation 
about this, would not the Prime Minister refer this matter 
specifically to his advisers. 

Mr. MacmmLian pointed out that, in the case mentioned 
the figure was 0-45 unit. 


That was still a hundred times less 
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than the average allowable level of the amount of yern 
strontium in the bones of both children and adults. 


Expenditure on Social Services 

Mr. G. P. Stevens asked the Chancellor of the Exchequer 
how the increase in expenditure on the social services by the 
central government, the National Insurance Fund, and the 
local authorities between 1951-52 and 1956-57 compared with 
the rise in retail prices during the same period.—Mr. J. ENocu 
PowELL, the financial secretary to the Treasury, replied : 
Between 1951-52 and 1956-57 expenditure on the social 
services increased by 38% and retail prices by about 23%. 
Mr. Stevens: I ask my hon. Friend whether he agrees that, 
despite economic difficulties in the past few years, there has 
been a very substantial advance in the provision of real social 
services for the people ?—Mr. PowEet.: Yes, Sir. Mr. ARTHUR 
BLENKINSOP: Does not the hon. Gentleman also recognise 
that a very large part of any increased expenditure is in fact 
due to rises in prices, and that the real increases in the value 
of the services are extremely limited ?—Mr. PowEtLt: That 
does not detract from the fact that there has been a substantial 
increase in real terms over the period—about 12'/,%. 


Mental Illness outside the Hospital 
In England and Wales the attendances at psychiatric out- 
patient clinics were 523,000 in 1950 and 714,000 in 1955. The 
number of domiciliary psychiatric visits in 1950 was 5600 
and in 1955 11,200. 


Some Hospital Figures 

In England and Wales, altogether 474,000 patients were on 
waiting-lists in 1954, and 455,000 in 1955. The provisional 
figure for 1956 is 430,000. Though there has been an improve- 
ment in the £.N.T. section, that and general surgery still have 
the longest waiting-lists. 

The annual number of patients per allocated bed in hospitals, 
other than mental hospitals, for 1954 was 13-1; for 1955, 13-2 ; 
for 1956, 13-4. 


Public Health 


Influenza in the Far East 


In addition to the countries which we mentioned last 
week,' outbreaks of influenza have now been reported 
from India (Madras and Bombay), Cambodia, Indonesia, 
Sarawak, and North Borneo. Epidemics continue to be 
widespread, but the disease itself has remained mild. In 
a ship recently arrived in Rotterdam from the Far East 
30% of those aboard had had influenza. By the time the 
ship reached Rotterdam the outbreak appeared to have 
died out. So far there is no news of outbreaks in the 
Northern hemisphere, where epidemic influenza usually 
breaks out in the winter months. 


1. Lancet, June 1, 1957, p. 1139. 
Infectious Diseases in England and Wales 


Week ended May 
Disease . 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


ON arriving at Euston, I had ten minutes to get to the 
Royal College of Physicians. When I asked the taxi- 
driver to take me there he said ‘‘ Is that the one in 
Lincoln’s Inn Fields or is it the one where the gentleman 
who discovered the circulation of the blood is over the 
entrance ?”’ He said that he was sorry that he had 
forgotten the name of this doctor and I informed him 
that it was Harvey, but I was not sure enough of my facts 
to tell him that it was Linacre who stood over the door 
and that Harvey was in a niche on his left. In 1957, 
300 years after his death, it is pleasant to think that 
the man in the ‘street looks up to the discoverer of 
hemodynamics. 

* o* a 


A meeting of the British Society of Deviation Medicine 
was held on April 1, at the National Deviation Hospital, 
with Sir Cyr. OBLIQUE (London), the president, in the 
chair. His presidentidl address, entitled Fifty Years of 
Deviation Medicine, embodied a succinct and inspiring 
account of the principles underlying this concept of 
medicine. Sir Cyril, however, pinpointed the main 
problem facing the modern deviationist : if the object of 
the practitioner was to treat all organs but that affected, 
how should he tackle such generalised conditions as 
polyserositis and subacute lassitude ? 

Dr. A. Z1ezaG (Isle of Dogs) said that treatment of the 
whole man was a heresy into which deviatric and adevi- 
atric doctors were equally likely to fall: he went on to 
enlarge on the distinctions between deviatrics and 
deviatology. 

Dr. I. L. Fryorr (Novokhruschevograd), spoke as 
official observer from UNDo. He thought psychodeviatrics 
was the answer to many such problems. In his clinic, 
the attempt to limit therapy to unaffected organs was 
considered an insufficient safeguard: psychosomatic 
parallelism demanded that the mind should be the sole 
recipient of treatment in bodily disease, and vis-a-vis. 

Mr. STEER CLEAR (Land’s End) gave a clinical demon- 
stration of the results of deviatric surgery. His thesis— 
that classical eccentric therapy may leave much to be 
desired—was amply borne out by a case-demonstration 
of a gangrenous foot from which the patient had been 
enucleated. 

Dr. O. Cirrcuit-JONEs (Yspytty Chwith) then gave a 
paper on deviapediatrics. Prophylactic treatment, he 
said, should be begun in utero. The danger of contami- 
nating pathological tissues was being met in Wales by 
the use of isotope-containing polypharmaceuticals. Mr. 
G. Rich Quick (Mayfair) said that gynecology offered a 
particularly promising field for the indirect approach : 
and Dr. AsHTON (Ashton-under-Lyne) underlined what 
had been said. 


* * *x 


A mild form of blackmail, which seems to be on the 
increase, is to send with a begging letter a stamped 
addressed envelope. When this envelope is of the 
‘“* business reply ” type, with the two vertical black lines 
on its right-hand side, the appeal to one’s generosity 
is weak; but when the envelope bears an unfranked 
24d. postage stamp, something prevents you from 
depositing it in the w.P.B. As a result it lies for several 
days on top of your desk, a perpetual challenge, until 
you are finally forced to a decision. You think here is 
a poor charity that has actually expended 23d. in hard 
cash, and therefore you are in duty bound to use the 
envelope ; so you send a donation. 

This can become chronic, but there is a cure. To 
achieve it you have to tear the 24d. stamp off the envelope, 
and place it in your stamp-drawer for later soaking-off 
when you have run out of stock. This first removal of a 
stamp produces immune bodies, and thereafter no 
effort of will, or appeasement of conscience, is needed to 
remove the stamps from subsequent envelopes. As 
there is no appropriate heading in your income-tax 
form to record the annual profit so derived, it is not 
subject to tax—as yet. 

™ ~ oe 


Things are not what they seem in our prem. unit. 
Outwardly, all the babes are neatly labelled with the 
names of their mothers’ choosing, with a card at the head 
of cot or incubator enabling the correct infant to be 
pointed out to proud father or grandma. But underneath 
the surface, things are different. Sister has her own 
labelling system. For instance, there is no mention 
of Keith Maldwyn P. on many pages of the ward record- 
books. Sister doesn’t much care for either Keith or 
Maldwyn as forenames (as the G.P.O. would now call 
them), and she just doesn’t use them. Instead, she 
likes Oscar and Michael (‘Because he’s small, so it 
suits him”). All this means that Michael is liable to 
appear perplexingly in a list of Wts. and Temps. with 
no surname at all, and when there’s no baby of that name 
in the unit. If this system is carried to its logical (or 
illogical) conclusion, we shall need a new ward book with 
tables showing both Sister’s and parents’ versions of 
every baby’s name. 

Even the waste-bins have been affected by this 
cryptographic disease. Whereas the right-hand bin 
labelled “ LINEN” actually contains linen-waste, the 
left-hand bin is also labelled “‘ LINEN,”’ but is really intended 
for paper-waste. Somewhere, I suppose, there must 


_ be a pair of PAPER bins of equally mixed contents. 


It’s all very confusing. 
* * * 


Peripatetic correspondents should help each other, 
and I hope that Bill’s father and Pam’s doctor (see this 
column last week) will get together, with Bill in the chair. 
It would not take Bill very long to advise Pam’s doctor 
(with Bill’s father as interpreter), and I suspect that 
Pam’s doctor would scribble ‘‘ Cortisone” on the back 
of an envelope and dash back to his evening surgery 
with his mind at rest. 

* * *” 


The bronchoscopist was also an enthusiastic yachtsman. 
As he demonstrated to us the opening of the upper-lobe 
bronchus he remarked, ‘‘ You will usually find it half an 
inch past the carina on the starboard wall of the main 
bronchus.’’ A somewhat scholarly physician took the 
wind from his sails when the patient’s X ray was inspected 
a few minutes later. ‘‘ The lung markings on the sinister 
= are more prominent than those on the dexter ”’ he 
a * * * 

He is a diabetic, a pleasant fellow long accustomed to 
the courtesies of the profession. He does not give his 
physicians at all times their full titles ‘‘ Dr. So-and-So ” 
but calls each simply ‘‘ Doctor.”” Recently he has had 
to have a lung resection. What more natural, then, 
that, he should address me and a fellow surgeon each 
simply as “‘ Mister ”’ ? 

* * * 


John Edward Page 

Was a hippophage : 

I mean of course 

That he swallowed a horse. 
But can that be true 

At the age of two ? 

Indeed ’tis so : 

Just see below... 
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Letters to the Editor 


STEATORRHEA AND HYPOPARATHYROIDISM 


Sir,—I am very glad to note that Dr. Jackson (May 25) 
has drawn further attention to the occasional finding of 
biochemical signs suggestive of hypoparathyroidism in 
cases of steatorrhea, and I entirely agree that we should 
all look out for more cases of this kind, and for oppor- 
tunities to investigate them further. However, I write 
to add to his letter that not only should one carefully 
consider plasma levels of calcium and phosphorus in such 
cases, but also the skeletal X rays in some detail. For 
this latter purpose Dr. C. J. Hodson and I have for some 
time standardised the procedure of taking X rays of the 
‘‘ abbreviated skeleton ’’ as we call it: this comprises 
lateral skull, chest postero-anterior view (for ribs and 
scapule), both hands and wrists, straight picture of 
abdomen and renal tract (for kidneys), lateral lumbar 
spine, pelvis and hips, both knees antero-posterior. Such 
a routine procedure covers most of the best sites where 
signs of osteomalacia and/or hyperparathyroidism are 
likely to be detectable. It is important to preserve 
X rays that are apparently negative at the time since 
comparison with subsequent X rays after suitable treat- 
ment of the patient will sometimes show that signs of 
metabolic bone disease were originally present, though 
not then diagnosable. 

My special reason for suggesting this is that we are 
now studying two patients who have shown simul- 
taneously and over a period of at least some months 
biochemical signs of hypoparathyroidism (low calcium, 
high phosphorus) and radiological signs considered 
specific for hyperparathyroidism (subperiosteal erosions, 
&c.) as well as a high plasma alkaline phosphatase. In 
one of these cases marked steatorrhosa was present and 
the patient was obviously a survivor of celiac disease 
from childhood. In the other patient no steatorrhea, 
renal failure, or any other disease could be discovered. 
In both cases, vitamin D cured simultaneously the signs 
of hypo- and of hyper-parathyroidism. 

This situation seems even more curious than that raised 
by Dr. Jackson, and will presumably have to be explained 
only by destroying one of our present concepts. Perhaps 
our diagnostic criteria for hypo- or hyper-parathyroidism 
are wrong; perhaps there is more than one parathyroid 
hormone and sometimes one can be increased and the 
other decreased. Whatever the explanation, we should 
like to draw people’s attention to this possibility. We 
shall not publish our cases until the follow-up has lasted 
a bit longer. 

For this particular disease I can only suggest the name 
‘*‘ hypo-hyperparathyroidism with and without steator- 
rhea ’’—the precedent for rather unusual nomenclature 
in this field having been firmly set at Boston, Mass. 

University College Hospital sanioes School, 


London, W.C. C. E. DENT. 


FATAL CARDIAC ARREST WITH FLUOTHANE 


Srr,—Dr. Foster has done a great service by his 
letter of June 1, if only by drawing attention to 
errors in the use of ‘ Fluothane ’ (halothane). 

All the literature to date points out that concentrations 
of up to 2% or, in the very robust, 3% are adequate to 
produce the optimum effects. I hesitate to think what 
concentration was obtained by putting it in the ether 
container of a Boyle’s type-m circle absorber, and putting 
the lever to the sixth notch. I have heard of a fatal case 
during a similar operation where a similar technique was 
used with ether. e 

I have used fluothane in a closed circuit, vaporising it 
in a Rowbotham attachment. With the lever “‘ full on ”’ 
this gives 3-8% concentration, which is rarely necessary. 
Warning has also already been given about attempting 
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to produce full abdominal relaxation with fluothane, the 
use of succinylcholine chloride being advised. The same 
paper ! also warns against using gallamine or tubocurarine 
with fluothane. 

It will be a pity if this apparently useful addition to the 
anesthetist’s armamentarium were to be condemned on 
insufficient grounds. 

Worthing. 


Sir,—It was with the deepest regret that I read the 
first account of a fatal cardiac arrest under ‘ Fluothane ’ 
(halothane) anesthesia. I agree that it is impossible, in 
the absence of an electrocardiographic tracing of the 
collapse, to determine the cause of the fatal outcome. 
Vagal arrest is a strong possibility, however, as the 
patient was suffering from a condition associated with 
increased vagal activity. 

The anesthetic technique described by Dr. Foster is 
remarkably similar to one which I have used to induce 
vagal inhibition and arrest of the human heart with 
cyclopropane, ether, and _ trichlorethylene—positive- 
pressure insufflation of these vapours into the lungs of 
non-atropinised patients.** I am quite certain that 
fluothane in man is equally if not more effective in 
producing cardiac arrest in this way. This type of arrest 
is completely preventable by adequate atropinisation and 
it is most unwise to assume that it is due to a toxic effect 
on the heart. Scopolamine is not a suitable substitute for 
atropine * and there is no evidence to indicate that 
gallamine would be a suitable alternative. 

Dr. Foster has been wise in drawing attention to the 
hazards of using fluothane in uncalibrated vaporisers 
incorporated in closed circuits, since unnecessarily high 
vapour concentrations must inevitably be attained, 
particularly when the gases are warmed by soda-lime. 
The importance of restricting the vapour concentration 
to 2% or less has already been stressed. The hypotension 
sometimes associated with fluothane anzsthesia has been 
no more difficult to control than that associated with 
spinal analgesia; if considered necessary it can be 
prevented by a suitable vasopressor, even during deep 
fluothane anzsthesia. 

I should have thought that Dr. Foster would have 
been convinced by recent experimental and ¢linical 
reports that fluothane has little if any pharmacological 
resemblance to chloroform or any other volatile anzs- 
thetic agent. My case of non-fatal syncope, to which he 
refers, was described in order to illustrate the dangers 
of simultaneously using drugs pharmacologically incom- 
patible with fluothane and was essentially an example of 
the mismanagement of a patient under fluothane 
anesthesia ; it did not reflect in any way on the efficiency 
of fluothane as an anesthetic agent. 

I should like to assure Dr. Foster that, far from being 
‘**onerous,”’ the patients, surgeons, nursing staff, col- 
leagues, other ‘‘ sponsors’’ and I have found fluothane 
to be a delightful anesthetic agent in many respects. I 
admit that we have encountered some mildly unpleasant 
reactions but, in each instance, they have been related 
to errors of technique rather than to any inherent 
pharmacological defect in the drug. 


Department of Anzsthetics, 
Royal Infirmary, Manchester. 


ASTHMATIC WHEEZING 


Sir,—While the explanation of asthmatic wheezing 
given by Dr. Dekker and Dr. Groen in their article of 
May 25 may be partly correct (which indeed is all they 
claim), it cannot be the complete answer. 

Otherwise it is difficult to account for the wheezing 
still to be heard occasionally during anesthesia of a 


F. R. GustTERSON. 


MICHAEL JOHNSTONE. 


. Bryce-Smith, R., O’Brien, H. D. Brit. med. J. 1956, ii, 969. 
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. Robertson, J. D., Swan, A. A. B. Anesthesia, 1957, 12, 182. 
. Brennan, H. J. Proc. R. Soc. Med. 1957, 50, 198. 


mo Doe 








PrPrrft «+ F 2D 


® 


a 


is 
of 


) @ 08 





THE LANCET] 


susceptible patient, who has been both so well curarised 
as to be incapable of producing the intrathoracic pressure 
postulated, and has the lumen of his trachea preserved 
by the. presence of a wide-bore endotracheal tube. 


Royal Infirmary, 
Preston. A. J. Gray. 


SMOKING AND LUNG CANCER 


Sir,— New evidence about the link between excessive 
smoking and lung cancer is likely to be published soon. 

One thing is certain: the enormous increase in lung 
cancer is closely allied to the increase in the smoking of 
Virginian cigarettes. It is striking that cigar smokers 
do not show a similar increase in lung cancer. Nor do we 
hear of the growth of lung cancer in countries where they 
smoke just as much as in this country but non-Virginian 
tobacco. 

Virginian tobacco is different from any other, not only 
in its mass production and harvesting, but also in the way 
it is cured. Statistics show that the arsenical content 
of various brands of American cigarettes has increased 
threefold in the past twenty years. This rise is attributed 
to the use of arsenical pesticides widely used on American 
tobacco plantations. Sales and production records show 
that cigarette smoking has also increased in the same 
proportion during the same period. And at the end of 
1954 statistics illustrate that the death-rates from lung 
cancer in the United States had risen by 200% in women 
and 600% in men.? Similar figures are available in 
countries where smoking of Virginian ‘tobacco became 
fashionable only after the wars when it was introduced 
by the American and British armies of occupation. 

These facts surely suggest that the relationship between 
lung cancer and smoking incriminates Virginian tobacco 
rather than tobacco in general. 

London, W.1. 


CLICKING PNEUMOTHORAX 


Srr,—The case described by Dr. Bourne in his paper of 
June 1 reminds me of a personal experience in 1950. The 
sharp pain was situated behind the left shoulder and in 
the left side of the chest. It was only moderately severe. 
I was persuaded to have a chest film taken after a 
colleague had confirmed the clicking noise which I could 
hear when sitting back in a chair. The ordinary postero- 
anterior film in full inspiration did not show the pneumo- 
thorax, which was visible when a second film was taken 
in full expiration. 

I believe that clicking is unusual in left- or right-sided 
artificial pneumothorax, and in small right-sided spon- 
taneous pneumothorax. This suggests that the volume 
of air on the left side is the deciding factor. The very 
small effusion of fluid or blood which goes with it may 
make the pleural surfaces sticky. In the leaning-back 
position the air pocket will move forwards as the lung 
sinks back into the posterior costodiaphragmatic trough. 
The movement of the heart then causes the clicking 
sound. If this is the right explanation there is no need 
to postulate mediastinal emphysema, in which condi- 
tion air rises into the neck behind the deep cervical 
fascia. This together with severe precordial pain and 
loud crunching noises constitute Hamman’s syndrome of 
mediastinal emphysema.? 

The sites of reference of the pleuritic pain in Dr. 
Bourne’s patient suggest that the air had in fact passed 
up over the lung to the apex and laterally. Perhaps a 
film taken in full expiration, when the apex of the lung 
would be at its lowest point under a pneumothorax in 
the absence of gross adhesions, might have demonstrated 
the presence of air. 


ALBERT W. BAvER. 


Maelor General Hospital, 
Wrexham, 


1. Satterlee, H. S. New Engl. J. Med. 1956, 254, 1149, 1191. _ 
2. Hamman, L. Bull. Johns Hopk. Hosp. 1939, 64, 1. 
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X RAYS AND LEUKZMIA 


Sir,—I was interested in the report by Dr. Stewart 
and her colleagues,! and in the following discussion, 
in view of our survey since 1950 of many diagnostic 
radiological installations in the metropolitan area of 
New York City and North Jersey, and of the practices 
of the operators of these units, and of a study now in 
press (with Dr. Robert Berman) detailing intravaginal 
measurements of the dose of radiation delivered to a 
group of patients during X-ray pelvimetry and hystero- 
salpingography. 

Discussion of the varied problems concerning human 
somatic and genetic effects of ionising radiation is 
often maintained on a rather high emotional level. 
Definitive answers are eagerly sought, but unfortun- 
ately there are none at present. We are, however, 
treated too often to a plethora of publicised views and 
counter-views by more or less assured ‘‘ experts,’? who 
have slight hesitation in asserting their non-disprovable 
opinions, particularly about the effects of fallout. There 
are serious limitations to our knowledge, which is 
admittedly missing or fragmentary in many areas, and 


* until more secure information is at hand there must be 


a continuing and enhanced educational campaign 
urging (perhaps ultimately demanding) increasingly 
higher standards of care and usage by those employing 
any type of radiation-emitting equipment or material 
in industry, government, and public health. Valuable 
information about radiological protection has long been 
available, but its dissemination and resultant impact 
has clearly not been as extensive as necessary. 

Care in writing and speaking about radiation and 
man is very important today because of a heightened 
interest among a public which cannot know whether 
opinions, spread via mass-communication media, have 
firm or insubstantial grounds. Dr. Reid? refers to the 
fear-engendering publicity in England following the 
report of the Stewart group in which information was 
presented suggesting that an ‘‘ apparently harmless 
examination [X-ray pelvimetry] may occasionally cause 
leukzemia or cancer in the unborn child,’’ manifest in the 
first decade of childhood. The press reaction was to be 
expected, as with any dramatic announcement, but we 
may wonder just what was gained by the publication of 
this ‘‘ preliminary analysis’’ of the approximate initial 
third of the prospective data of a potentially valuable 
epidemiological survey. The data were few, and detailed 
supporting information was scarce. My misgivings over 
the treatment of this initial material will still exist, 
even if the final report of Dr. Stewart and her group 
convincingly implicates radiological pelvimetry as having 
a significant réle in the development of childhood 
malignancy. It is difficult to have to admonish the 
admonishers when one has frequently been linked with 
them. 

The paucity of supporting information in the interim 
report led to requests in succeeding issues of The Lancet 
for additional data. There have been requests for information 
about the time in pregnancy when the examinations were 
made, about the number of mothers who received sulphon- 
amides or antibiotics during the relevant pregnancies, and 
whether the children of the case and control groups were 
matched for birth rank. Subsequently * (but not in the 
original report) we were told that the children “ were deliber- 
ately not matched for birth rank,’’ and further that ‘‘ the 
exact dates and estimates of ionising radiation have still to be 
determined. But since most ofthe photographing was done 
for twins, breeches, disproportion, and placenta previa, 
most of the films. were taken after the 30th week.’’ Because 
of the possibility of critical periods in foetal radiosensitivity, 
more precise information would be welcome. (From two to 
five radiographs may be taken in a pelvimetric study, not all 
portions of a late-term foetus are equally exposed in every 
2. Held, W. 1bia, Rob. 29, 1967, B. 428. 7” Vanes 1958, 0, 447. 
3. Stewart, A. Ibid, 1956, ii,573. 
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film, and the dose dilivwed' to the footus can vary by factors 


of two or more.) May I request additional information ? 
It is insufficient to note that approximately equal numbers 
of children in the case and control groups had received post- 
natal diagnostic exposures. We should ask when they were 
exposed, what was the type of examination, were single or 
multiple films used, how many children received more than 
one diagnostic study, and what were the dosages involved 
in these examinations. Such data will be difficult to secure, 
or may be unobtainable in many instances, but without them 
we cannot consider this variable (i.e., postnatal radiographic 
examination) as having a lesser réle than diagnostic pelvi- 
metry, or no réle, in the etiology of malignant disease in 
childhood. Without complete information, should we accept 
the statement that “ although they are alike in other respects, 
there is one important difference between the children who 
died and their controls: the number of mothers who had an 
X ray of their abdomen during the relevant pregnancy was 
85 for the cases and only 45 for the controls ’’ ?! Equal numbers 
on two sides of a ledger do not necessarily connote likeness 
of treatment or exposure. We should also like to have informa- 
tion as complete as possible on the history and kind of 
infectious processes in all the survey children. 

The future may vindicate the wisdom of Dr. Stewart and 
her colleagues, but on the basis of what was initially presented, 
as well as what was lacking, the conclusion regarding X-ray 
pelvimetry is hardly firm. 

A genetic component in the onset and development co. 
leukemia * * (and other pathological conditions) cannot be 
overlooked, and the Stewart group has noted this possibility. 
The fact that a genetic factor or factors may have more or 
less wtiological significance warrants consideration in the 
selection of appropriate controls. If feasible, it would have 
been valuable in the present instance to secure data about the 
sisters (and their progeny) of the mothers of the dead children. 
Parents with a common genetic background would thus be 
used in the quest for an environmental agent or agents 
important in the initiation of childhood malignancy. In 
other studies concerned with the effects of progeny on parental 
exposure * 7? to radiation, more significant information could 
have been obtained had siblings of like sex been used as 
control parents. 


I regret having to present this criticism of a well- 
motivated group of investigators engaged in a difficult 
and potentially important study. The tempo of dis- 
cussion regarding somatic and genetic risk from ionising 
radiation derived from different sources has quickened 
in the past year or two, and perhaps criticism at this time 
is as necessary as continued research. In the United 
States we have too many voices making quantitative 
prognostications with respect to radiation effects in 
man at a time when quantitation is hardly in order. 
A “popular’’ subject is attractive and quantitation 
lends an air of authority. 


Newark Coliege of Arts and 
Sciences, Rutgers University, 


Newark 2, New Jersey, U.S.A. B. P. SONNENBLICK. 


MALARIA IN RUMANIA 


Sir,—Your account (May 25) of the medical congress 
in Rumania last month mentioned that malaria has been 
virtually eradicated. The following figures show the 
result of the campaign against this disease over the past 
nine years : 


No. No. 
of cases of cases 
1948 338,198 1953 3114 
1949 233,962 1954 ae ee 6) a 
1950 95,469 1955 «s ine > | a 
1951 se i. oe 42,028 1956 ee ée -. 259 
1952 4 we 14,247 


The « success of the campaign has been brought about 
by spraying the houses once a year with either dicophane 
(D.D.T.) or gammabenzene hexachloride (B.H.Cc.) against 
the adult anopheles, and also by schizontecidal treatment 
and chemoprophylaxis among the population. It is 
confidently believed that during the next two or three 


Amer. J. Dis. Child. 1951, 81, 313. 

Peters, C. H. J. Amer. med. Ass. 1957, 163, 20. 

» Lawrence, P. 8S. Amer. J Roentgenol. 1955, 73, 442. 
Pp 


4 nderson, R. C. 
5. ohnson, M. J.E., 
6. Macht, 8. H. 

7. Crow, J. F. 


years malaria in the whole of Rumania will be eradicated. 
It may be interesting to record that Professor Sergheev, 
of the Soviet Union, said that there were 4,800,000 cases 
of malaria in the Russian fighting services during the 
late war. Unlike the British and American troops who 
were engaged in campaigns in highly malarious tropical 
countries, the Russians were confined to Europe—which 
shows, not for the first time in history, how serious 
malaria in Eastern Europe can be in a military campaign. 


Malaria Reference Laboratory, 
Horton Hospital, 
Epsom, Surrey. 


P. G. SHUTE. 


WORLD HEALTH ASSEMBLY 


Sir,—Your note of June 1 about W.H.O. is rather 
misleading in its second paragraph. The proposal for 
the ban on atomic-bomb tests was put forward by one 
of the member States. 

The World Federation for Mental» Health, which is 
mentioned in the preceding sentence, has had nothing to 
do with this. We have drawn the attention of W.H.O. 
and various other agencies to the need for the study of 
mental-health problems in connection with the peaceful 
uses of atomic energy. This, it would seem, is not made 
quite clear in your note. 


World Federation on poe Health, 
ondon, W.1. 


J. R. Rees. 


MEDICAL STAFFS OF MENTAL HOSPITALS 


Sir,—With great pleasure, but unhappily with small 
hope, I support the plea re-stated by Dr. Strauss and 
others (May 4) for a substantial increase in the medical 
staffs of mental and mental-deficiency hospitals, although, 
despite the truth of what they -write about inadequate 
buildings, I wish they had kept to the essential defect 
in the psychiatric services of today—the painfully inade- 
quate number of available trained staff. I have had 
plenty of experience in large mental hospitals and write 
with that in mind, but my points can best be illustrated 
by reference to the small 67-bedded psychiatric hospital 
in which I work. 

Since 1946 the hospital has enjoyed almost all the 
aims of a progressive mental hospital, in terms of appear- 
ance, situation, lack of sex discrimination, complete 
absence of legal orders, 100% parole, and almost unlimited 
visiting (made possible by the absorbent benevolence 
of Holloway Sanatorium, Virginia Water, as an invisible 
support, even though its services are rarely required). 

Over recent years the psychiatric staff has been 
increased from 2 to 4. During the same time the number 
of admissions and the number of new outpatients has 
increased very little; only the outpatient attendances 
have increased significantly (roughly about four times). 
About a third of the admissions come from a distance, 
but this letter is concerned with the other two-thirds 
who are local, most of whom have been deteriorating 
for some time despite monthly or so psychiatric inter- 
views elsewhere, the maximum attention which can 
possibly be given by the number of local psychiatrists 
available. Many are ill for long periods only because of 
the delay in providing proper treatment, but as a rule 
such patients improve rapidly with three interviews 
a week and could leave hospital in a few weeks; but 
here comes the rub. If improvement is to go on, interviews 
must continue at least twice weekly, and if the patient is 
discharged from hospital there is a waiting-list from which 
another admission can be chosen for the same process 
to be repeated. The factual results are (1) the hospital 
always has an average of about 17 empty beds; (2) 
quite a number of resident patients could easily leave 
at any time if staff were available to deal with new 
admissions (I would estimate that the bed space is 
used at about a third of its capacity) ; and (3) the morale 
of ancillary staff is reduced because of the obvious lack 
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of urgency and the repetitive nature of so much of the 
work. I am informed that the “ official’’ view is that 
since there are empty beds there is clearly no need of 
further staff! The hospital has no psychologist, keeps 
its one psychiatric social worker post filled with difficulty, 
and is short of nurses, so much so that treatment obviously 
indicated, such as prolonged narcosis, &c., has often 
to be put off. 

The situation cries out for some authority, in practice 
completely lacking, which can integrate the hospital 
into a wider scheme of mental health service. The 
money being spent on schemes now afoot for increasing 
the bed accommodation could be used to gauge the effect 
of adequate staff for an experimental period of several 
years. " 


Ann’s Hospital, 


St. 
Canford Cliffs, Dorset. D. N. ParFirt. 


SURGERY OF CHRONIC PANCREATITIS 


Sir,—In your account (May 18) of a recent meeting at 
the Royal Society of Medicine, at which chronic relapsing 
pancreatitis was discussed, the term ‘‘ caudal pancreatico- 
jejunostomy ”’ is applied to the operation of removal of 
the left part of the gland and the implantation of the cut 
end into a Roux loop of jejunum. 

When Dr. J. Buckwalter and I described this operation, 
in order to distinguish it from the pancreaticojejunostomy 
previously described by Dr. R. B. Cattell, we selected the 
title ‘‘ retrograde pancreaticojejunostomy ”’’ as the least 
imperfect of several imperfect alternatives. 

The term ‘‘ caudal pancreaticojejunostomy ’’ implies 
that the tip of the tail of the gland is amputated and the 
cut end implanted into the jejunum. The tail of the pan- 
creas is really very short. It is that narrow part of the 
gland which lies between the two layers of the lieno-renal 
ligament in contact with the inferior part of the gastric 
surface of the spleen. In none of the cases in which we 
have done this operation, has it been convenient to 
implant the tail of the gland into the jejunum. The 
gland has always been transected through the body or, 
preferably through the neck, and it is the body or neck 
that has been implanted into the jejunum. The operation 
of nanaaialoslabeads has sometimes to be done as a 
preliminary to pancreaticojejunostomy and it is not 
possible to scoop out stones from the head of the gland 
by way of an incision across the tail, if the term “ tail” 
is restricted, as the anatomists restrict it, to the part 
of the pancreas which lies between the layers of the 
lieno-renal ligament. In order to avoid a rather difficult 
distinction between ‘‘ caudal pancreaticojejunostomy ”’ 
and ‘‘ corporal”’ or ‘‘ cervical pancreaticojejunostomy,”’ 
I would plead that the title ‘‘ retrograde pancreatico- 
jejunostomy ”’ be retained. 


Postgraduate Medical School of London, 
London, W.12. 


> 


Ian AIRD. 


CIRCUMCISION WITH BONE-CUTTERS 


 Srmr,—The method of circumcision performed with the 
aid of bone-cutters has very much to be said in its favour, 
but many house-surgeons are loth to use it on account 
of the fear of accidentally removing the terminal part of 
the glans. Moreover, through this not unfounded fear 
they may be over-cautious when using this method only 
to find that insufficient foreskin has been removed. This 
is due to the fact that when the bone cutters are applied, 
it is difficult to feel the glans on account of the rounded 
blades of the bone-cutters precluding the fingers. 

I have found that if the bone-cutters are applied 
initially in reverse (i.e., with the flat surface proximal), 
the glans can be palpated easily during the application 
and there is no hazard of it being involved. After one 
minute, the cutters are removed and reapplied on the 
crushed foreskin with the flat part of the blade now 
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distal. After a further two minutes, the surplus skin is 
excised in the usual manner. 


St. Bartholomew’s Hospital, 


London, B.C.1. Davip B. L. Skraes. 


PROPHYLACTIC VALUE OF TYPHOID VACCINE 


Smr,—The- World Health Organisation’s reports of 
field trials of typhoid vaccine in Yugoslavia? prompt 
me to write on our Indian experience with T.4.B. inocula- 
tion. The data which follow are taken from the reports 
of the health of the army, which are particularly 
informative because (a) the 1.4.B. inoculation-state 
of the army is always at least 80%; (b) the means of 
laboratory diagnosis is about as good as one could hope 
for in any controlled field trials ; and (¢) this community 
represents a comprehensive cross-section of the population 
in India. 

In the war years 1940-45, sanitary facilities were 
often inadequate for the rapidly expanding Forces. 
Large numbers of recruits from all parts of India were 
camped in jungle areas where often the only source of 
water was shallow wells or ponds. The incidence of the 


‘ dysentery and diarrhea group of diseases steadily 


increased, the rate amongst Indian troops (418 per 
10,000) being more than double that before 1940. But 
in the same period only 5 Indian soldiers in every 10,000 
had enteric fever—a remarkable tribute to the value 
of preventive inoculation with 1T.4.B. vaccine. Hardly 
thirty years ago, typhoid was one of the principal 
diseases among soldiers. 

In 1947, only 2 soldiers out of every 10,000 had enteric 
fever, though in those days of partition there were 
unprecedented movements of population in Northern 
India involving millions of refugees, among whom 
epidemics were rife, and our troops were concentrated 
in the affected areas under very unhygienic conditions. 
In the same year 355 soldiers out of every 10,000 had 
an illness of the dysentery and diarrhea group, for which 
no prophylactic vaccine exists. 

The report on the health of the army for 1950-52 
gives the incidence of enteric fevers as 1-3, 1-6, and 
1-8 per 10,000 for the years 1950, 1951, and 1952 
respectively. During the same years the incidence of 
dysentery was 65-6, 55-4, and 47-6 per’ 10,000, and of 
diarrhea from other causes, including enteritis, 83-1, 
95-6, and 63-0 per 10,000. 

British experience in India is equally impressive. 
In -1930-34 admissions of British troops to hospital for 
enteric fever, were of the order of 30 in 10,000; in 1935-39 
the figure was 13; in 1940-44 it was 11; and in 1946 it 
was down to 7. During the same periods the incidence 
of the dysentery and diarrhea group of diseases was 
406, 435, 987, and 1229 per 10,000 per annum 
respectively. 

T.4.B. vaccine used for the protection of Indian troops 
is a heat-killed phenolised vaccine prepared by the 
Central Research Institute, Kasauli, from locally isolated, 
smooth strains which are renewed at intervals. The 
present evidence justifies the faith of the army authorities 
in phenolised 1.4.8. vaccine. In this connection it is 
interesting to record the following statement of the 
Director of Medical Services in India in 1945?: 

Following the sharp rise in the incidence of the enteric 
fevers among British troops in.1942, a rise which was not 
shared by the Indian troops, it was decided that every British 
soldier as soon as possible after his arrival in India, should 
be given a boosting dose of 0-5 c.c. of the Kasauli vaccine, 
irrespective of when he had last been inoculated with the 
Home 1T.4.B. vaccine. That this policy was sound is not 
contradicted by the incidence of enteric fevers in 1943. 
During 1943 typhoid had decreased from 16 per 10,000 
in the previous year to 7 per 10,000. 


1. Chron. Wid Hlth Org. 1956, 10, 153. 
2. Annual Report, Health of the Army in India, 1953, 6, Pt. 1, p. 16. 
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Alcoholised 1T.4.B. vaccine was never adopted for the 
Armed Forces in India. 

The decline in the incidence of typhoid fevers following 
prophylactic immunisation is considered one of the 
greatest achievements of preventive medicine today. 
Better sanitation and improved environmental hygiene 
do not entirely account for the low incidence of typhoid 
fevers under conditions which show a striking increase 
in other bowel diseases. 


India House, London. 


TO COMFORT ALWAYS 

Srr,—It appears that that doughty crusader, Dr. 
Learoyd (June 1), misunderstood what Sir Frederick 
Armer meant to convey in his recent address (May 18, 
p. 1031)—namely, that the proportion of patients volun- 
tarily seeking aid at our mental hospitals has gone up by 
leaps and bounds these past ten years, surely a welcome 
fact. It is sad to think that a colleague who means and 
writes so well must express himself so unfortunately, all 
along, when it comes to psychiatry. 

But for correspondence in your columns, Sir, few of us 
would be able to quote (more or less aptly) the grand 
guérir quelquefois, soulager souvent, consoler toujours, 
which, as pointed out by your correspondents,’ goes back 
to Hippocrates. It is meant to comfort the physician, 
the tone being on guérir. 

Isleworth, Middlesex. 


DUODENAL ULCER TREATED BY GASTRO- 
ENTEROSTOMY WITH VAGOTOMY 

Smr,—It is not for me to comment on the surgical 
aspect of Mr. Hindmarsh’s paper last week, but attention 
must be drawn to the reasons advanced in justification 
of the method of gastro-enterostomy with vagotomy, 
because the deductions drawn from the results of experi- 
mental ulcer are not applicable to the spontaneous 
chronic ulcer as seen in man and are, therefore, 
inadmissible and misleading. 

Mr. Hindmarsh says that ‘‘ there is much evidence 
that the main factor in the causation of duodenal ulcer 
is the presence of unbuffered gastric acid combined with 
the free pepsin produced by psychic or nervous stimula- 
tion ’’ and that ‘‘ the flow of gastric juice under nervous 
stimulation may in itself produce the ulcer.” I am 
unaware of any evidence in support of this assertion. 

The experimental evidence to which he refers shows 
clearly that the ulcers which are produced by the action 
of hydrochloric acid are exclusively formed in the 
alkaline milieu and have no relation whatsoever to the 
ulcer of the first part of the duodenum which has an acid 
milieu. It is imperative to make this fundamental dis- 
tinction in the location of the ulcer because for the ulcers 
which occur in the alkaline milieu—namely, the anasto- 
motic, esophageal, and Meckel’s-diverticulum ulcers— 
the action of hydrochloric acid by itself is sufficient to 
produce the lesion and its complications, whereas in 
contradistinction to the ulcers of the ‘‘ ulcer-bearing 
area,”? which occur in an acid milieu, the action of 
hydrochloric acid by itself is not sufficient to produce 
the lesion. A priori, it is not conceivable that any cell 
secretes a substance which by its own action may 
ultimately lead to its own destruction. 

An analogous situation may be observed in respect of 
bile, which performs its physiological function while it 
remains in its own milieu, the small intestine, but is 
violently destructive when it invades the stomach. 

Fr”. Detailed evidence in support of this point of view will 
be found in a recently published monograph.? 


J.-JACQUES SPIRA. 


M. L. Anvsa. 


H. PULLAR-STRECKER. 


London, W.1. 


1. Asholt, O., Michaelides, G. I. Lancet, 1948, i, 576. 
2. Spira, J.-J. Gastro-Duodenal Ulcer. London, 1956. 
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DERMOID OF THE CHEST 

Sir,—Willis ! defines a teratoma as ‘‘ a true tumour or 
neoplasm composed of multiple tissues foreign to the part 
in which it arises.’’ In the mediastinum a teratoma is 
almost always a benign cystic tumour of the anterior 
portion. ‘‘ Dermoid cyst”’ is a synonym for benign cystic 
teratoma. Of 146 dermoid cysts seen in 1930-52 at the 
Lahey Clinic, only 2 were in the chest.? 

All teratomas are probably congenital ; but, because 
of their situation and small size at birth, mediastinal tera- 
tomas are rarely 
discovered much 
before the end of 
the second decade 
of life, and some- 
times not until 
after the third 
decade. They 
grow slowly and 
accumulate hair, 
skin, bone, cartil- 
age, teeth, and 
sebaceous mat- 
erial. A medias- 
tinal dermoid 
rarely gives rise 
to symptoms 
unless it ruptures,® 
and it is often an 
incidental finding 
in chest films taken for unrelated symptoms, or during 
a routine survey. It was in this way that the following 
case came to light : 

A man, aged 27, was radiographed in Germany on March 26, 
1956, with all the other people at the hostel where he was 
living. Af opaque mass was found in the right side of the 
chest, and I saw him in England on April 9. : 

He had no symptoms. Nothing abnormal had been seen in 
chest radiographs in 1948, 1949, and 1953. By courtesy of 
Dr. W. D. R. Thompson, medical director of the mass radio- 
graphy unit, Pine 
Street, London, 
E.C.1, I was able to 
see the one taken in 
October, 1953. Dr. 
J. McLaren, of St. 
Thomas’s Hospital, 
also saw this and 
considered it 
normal, 

The patient was 
admitted to St. 
Thomas’s Hospital 
on April 24, 1956. 
He had no physical 
signs. The X-ray 
appearances were 
those of a ‘dermoid 
cyst in the anterior 
mediastinum. The 
outline of the cyst was lobulated. There was no evidence 
of calcification or teeth. Tomography showed three areas of 
bone or calcification in one of the smaller lobules lying 
medially at the bottom, There was also some peripheral 
diminution in density which could represent fat or sebaceous 
material, or possibly some necrosis breaking down. ‘Two 
male-toad tests were negative and so were Wassermann and 
Kahn reactions. Full blood-count, erythrocyte-sedimentation 
rate, and electrocardiogram were all normal. 

On April 30 he was operated upon by Mr. N. R. Barrett. 
The dermoid was larger than had been expected and was very 
firmly adherent to all structures with which it came in contact, 
particularly the upper and middle lobes of the lung, the peri- 








1. Willis, R. A. Teratomas. In Atlas of Tumour Pathology. 
Armed Forces Institute of Pathology, 1951. Section 1, F9, 


DB. Te 
2. Coleock, B. P., Sass, R. E., Staudinger, L. New Engl. J. 
1955, 252, 373. e' ew Engl. J. Med 
3. Hanten, 8.'J., Keyes, T. F., Meyer, R. R. Radiology, 1955, 64, 

















THE LANCET] 
cardium, and the great veins. The cyst extended from the 
apex of the chest to the diaphragm, and passed across the 
midline beyond the aortic arch. 

The vascular pedicle came from the vicinity of the left 
innominate vein, and the veins in the pedicle were almost as 
large as a man’s little finger. The tumour was lobulated, soft, 
and thin-walled, and contained some solid nodules about the 
size of chestnuts from which long fair hairs were sprouting. 
The cyst contained sebaceous material which was not infected. 
Histologically it was a benign cystic teratoma. 

Convalescence was uninterrupted, and on discharge on 
May 18 he was well and radiographs of his chest were very 
satisfactory. The patient is now very well and is playing 
tennis and swimming. 

The interesting feature of this case is the rapid growth 
of a presumably congenital tumour during two and a half 
years of adult life. 

R. F. GUYMER 

London, E.C.3. Chief Medical Officer, Lloyds Bank. 
ANTIDIURETIC HORMONE AND SERUM 

OSMOLARITY IN LIVER CIRRHOSIS 


Sir,—According to present knowledge, the liver is the 
most important site of inactivation of the antidiuretic 
hormone (A.D.H.).4 It has been assumed, therefore, that 
the oliguria and water-retention of advanced liver 
cirrhosis are partly due to impaired A.D.H. inactivation 
in the diseased liver. Many investigators have found 
abnormally large amounts of antidiuretic substances in 
the urine in liver cirrhosis with ascites, but others deny 
that there is such an increase. Stein et al.? could find 
no increase ‘n antidiuretic activity in the plasma in liver 
cirrhosis. The A.D.H. bio-assays in rats have not been 
sufficiently accurate, sensitive, or specific,? so that the 
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importance of A.D.H. in the pathogenesis of the ascites 
in liver cirrhosis has not been clarified. 

Verney * demonstrated a relationship between serum 
osmolarity and diuresis, and it is assumed that hypo- 
thalamic osmoreceptors control a.D.H. secretion from the 
posterior pituitary. We have therefore studied the 
relationship between serum osmolarity, cryoscopically 
measured, and antidiuretic plasma activity by a highly 
sensitive and specific bio-assay of A.D.H. on the toad 
Bufo vulgaris.’ This method is sensitive to 10-1000 uU. 
per ml. of plasma. 

There is a highly significant correlation (P<0-001) 
between plasma-a.pD.H. level and serum osmolarity 
(fig. 1), which is independent of the nature of the disease ; 
there is no difference between the findings in normal 
adults, patients with liver cirrhosis with and without 


1. Heller, H., Urban, F. F. J. Physiol. 1935, 85, 502. 
2. Stein, M., Schwartz, R., Mirsky, I. A. J. clin. Invest. 1954, 
33, 77 


3. Van Dyke, H. B., Adamsons, K., Engel, 8. L. Recent Progr. 


Hormone Res. 1955, 11, 1 


4. Verney, E. B. Proc. roy. Soc. B, 1947, 135, 25. 
5. Buchborn, E. Z. ges. erp. Med. 1955, 125, 614. 
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ascites, and patients with heart-disease with and without 


‘ water-retention. No correlation was found with the degree 


of ascites or oedema formation. 

Thus in liver cirrhosis and in congestive heart-failure, 
it seems that the discharge of a.pD.u. from the posterior 
pituitary is determined by the serum osmolarity and not 
by factors specific for the disease. Delayed a.p.H. 
inactivation by the diseased liver is also unlikely, since 
the balance between A.D.H. release from the posterior 
pituitary and 4.D.H. inactivation in this disease is normal. 
Thus in our opinion excessive liberation or persistence 
of A.D.H. is not an important cause of water retention in 
diseases with ascites or edema. 

There is, however, an exception to this correlation, in 
long-lasting plasma-volume changes after paracentesis for 
ascites. If the plasma-volume is decreasing, the plasma- 
A.D.H. level increases considerably above that expected 
from the serum osmolarity. In contrast, an increase in 
plasma-volume causes a decrease of plasma-s.D.H. below 
the level expected from the serum osmolarity (fig. 2). 
Under these circumstances the A.D.H. secretion is, there- 
fore, regulated not only by the serum osmolarity but 
also by the plasma-volume.*-* The inhibition of diuresis 
provides a quick replacement of plasma-volume. Other- 
wise, in normal adults, in liver cirrhosis, and in congestive 
heart-failure, water retention follows a.D.H. production, 
whieh is stimulated by sodium retention. 

This work, which was supported by a grant from Deutsche 
Forschungsgemeinschaft, was published at length in Klinische 
Wochenschrift.® 

Medical ae 7 of ihe University, 


unich. E. BuCHBORN. 


TREATMENT OF A DIABETIC DOG 


Srr,—Memories of an unhappy Christmas Day vainly 
spent in trying to rescue my fox-terrier bitch from hypo- 
glycemic coma prompt me to warn Dr. Howick-Smith 
(May 18) that his canine patient may yet prove as fickle 
as some human ones. 


Judy, aged 10, developed .severe diabetes with ketosis in 
the late summer of 1955. I started insulin therapy cautiously 
towards the end of October, and by December she was sugar- 
free on a daily dose of insulin zine suspension (lente) of 80 
units and no dietary restriction. ._Her weight rose from’19 Ib. 
to 24'/, Ib. and she enjoyed’ long rambles in the Surrey 
woods. ; 

Unlike Dr. Howick-Smith’s’dog, she was used to only one 
meal a day and this was in the evening. This was her undoing 


6. Leaf, A., Mamby, A. R. J. clin. Invest. 1952, 31, 54. 

7. Leaf, A., Mamby, A. R. Ibid, p. 60. 

8. er J. P., Gauer, O. H., Reeves, J. Circulation Res. 1956, 
, 85. 

9 





. Klin. Wechr. 1956, 34, 953. 
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because pam she invariably ate her meal after the 
injection, she did not do so on Christmas Eve. I made the 


mistake of leaving her unattended, confident that instinct 
would provide the necessary stimulus to eat her meal. 

Post-mortem examination revealed no macroscopic evidence 
of disease. The pancreas was small and islets were small and 
scattered, but histological findings were unreliable because of 
post-mortem changes. 


Buckhurst Hill, Essex. J. T. Wrieur. 
COSTING IN THE CHEMOTHERAPY OF 
PULMONARY TUBERCULOSIS 


Srr,—More patients are now encountered with tubercle 
bacilli which are resistant to one or more of the commonly 
used antituberculous drugs—that is, streptomycin, 
p-aminosalicylic acid (P.A.s.), and isoniazid. The follow- 
ing figures are based on a random sample of the patients 
now under treatment at this hospital. 


No. of 

patients 
Total .. 177 
Negative cultures since admission i eae ss 73 
Awaiting culture or sensitivity os es 4 - 31 
Sputum positive as 73 

Showing partially or totally re sistant strains to one or 

more drugs (streptomycin, P.A.8s., isoniazid) .. 37 
Percentage of sputum positive showing resistance + 51 


These are patients who for the most part have had 
chemotherapy before admission. In your leading article 
of April 20, you drew attention to the observation that 
of 974 positive sputa obtained from newly diagnosed and 
untreated patients 5-1% showed resistance to one or 
more of the above-mentioned drugs. 

Considering the price of “‘ resistance’’ in terms .of 
£ 8. d,, the accompanying table shows the relative costs 


Daily cost 








Drug Daily dose per patient 
Streptomycin 1 g. ls. 64d. 
Isoniazid 300 mg. ld. 
P.A.S. (mixture) 20 g. 7d. 
P.A.S8. (cachets) 19-5 g. lld 
P.AS. * ames (combined in 

cachet) : x 18 g. +300 meg. ls. 2d. 
Viomycin és 2 g. twice weekly 7s. 
Oxyte tracycline - - 5 g. 288. 7d. 
Pyrazinamide es sa 2-5 g. 5s. 


of treating patients with the various agents in use at this 
hospital, and is based on prices to hospitals, which are 
lower than those charged when the drugs are prescribed 
on form £.c. 10. It is evident that the drugs which we 
are now sometimes forced to use are very much more 
costly than the régimes in force hitherto. It may be 
calculated that the cost of maintaining 1 patient for 
three months on a combination of viomycin and oxy- 
tetracycline is some £152 10s. greater than the cost of 
streptomycin and P.a.s. Thus in a hospital with a yearly 
average of, say, 10 patients on this régime the annual 
difference in cost would be £6100. 

These figures show that in addition to creating a major 
problem in treatment, the resistant bacillus may also be 
responsible for a progressive increase in the hospital’s 
drug bill. 


Pharmaceutical Department, 
Sully Hospital, 
Penarth, Glamorgan. 


TELEVISION AND MEDICINE 


Las week Dr. G. B. Stanford corrected our statement of 
May 25 that “ the first coloyr-television demonstrations of 
surgery in Great Britain will take place this summer.’’ Messrs. 
Pye Limited, of Cambridge, now point out that in 1950 they 
installed equipment at St. Thomas’s Hospital for a five-week 
series of operations, televised in full colour to audiences which 
included an international convention of ophthalmic surgeons. 
** This successful demonstration of the value of colour television 
excited considerable interest and was, in fact, the first time 
that colour television had been put to such a use in this 
<ountry.”’ 


G. LENNox. 
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Obituary 


ARTHUR GRIFFITH MAITLAND-JONES 
O.B.E., M.C., M.D. Lond., F.R.C.P. 


Arthur Maitland-Jones will be remembered at the 
London Hospital as the first director of the children’s 
department, which, especially in its early years, owed 
much to his clinical wisdom and unfailing kindness. 

He was born in 1890, the son of the late Rev. Joseph 
Maitland-Jones, and he was educated at Taunton School 
and the London Hospital. Having qualified in 1913, he 
held house-appointments there before he joined "the 
R.A.M.C. on the outbreak of war in 1914. For his services 
he was twice mentioned in 
despatches, awarded the Croix 
de Guerre and the Military 
Cross, and appointed O.B.E. 

On demobilisation he re- 
turned to the London Hospital 
to work as an assistant in the 
medical unit, and he was associ- 
ated with Panton and Riddoch 
in their work on the relation of 
hemolytic disorders to perni- 
cious anzemia. During these 
years he took the qualifications 
for which there had been no 
time during his war service. In 
1921 he graduated M.B. with 
honours, and in the following 
year he became M.D. and 
M.R.C.P. Soon afterwards he 
was awarded a research fellow- 
ship at the Johns Hopkins Hos- 
pital in Baltimore, where he worked with Prof. John 
Howland and had opportunity to develop his growing 
interest in pediatrics. On his return to this country he 
rejoined the staff of the London Hospital, and in 1924 
he became physician in charge of the new children’s 
department. He was also appointed to the staff of the 
Infants Hospital, Westminster, and he was consulting 
physician to Dr. Barnardo’s Homes, the Royal Merchant 
Navy School, and the National Adoption Society. He 
was a valued member of the expert committee of the 
League of Nations on infant and child nutrition. 

During the late war Maitland-Jones was hospital sector 
officer under the Emergency Medical Services and he was 
also senior hospital officer to Southern Command of the 
Army. These were strenuous years of heavy responsibility, 
and after his retirement in 1945 he moved to the West 
Country where he had a farm. A year ago he went north 
to Breconshire. But even after he left London he con- 
tinued to take a benevolent interest in his specialty. He 
had served the British Pediatric Association as secretary 
from 1934 to 1943, and in 1949 he was elected president. 
Of his work for the association A. A. M. writes : 


Arthur Maitland-Jones did much to consolidate the pattern 
and standard of “‘ Windermere ’’ which Donald Paterson had 
set up. Although he was out of sympathy with the change 
during the war years from what was called a friendly club to 
the association’s concern for ‘‘ Medical Politics ’’ (his capitals in 
a letter to the secretary) he continued to be a regular attender 
at the annual meetings and was happy in his year of presi- 
dency. He was always courteous and particularly kind and 
welcoming to the younger generation who felt confidence in 
his'realistic advice even if they did not always follow it. Many 
will have a lasting memory of his boyishness, his friendly 
smile, and eager interest. Maitland-Jones also did much for 
the D.c.H. examination, to get it started and to see that a 
satisfactory standard was established. He and Leonard 
Parsons were the first pair of examiners, and successors learnt 
from them and passed on the knowledge of what was intended 
by this diploma. Just after the end of the war he took charge 
of beds at Great Ormond Street for a period and he admitted 
in a charming letter at the end of his time there that he too had 
fallen under the spell of The Hospital for Sick Children which 
outsiders often regard as a form of arrogance. It was typical 
of him to make this generous confession. 


Dr. Maitland-Jones married in 1926 Miriam, only child 
of Dr. John Ritchey of Oil City, Pennsylvania, and she 
survives him with a son and daughter. 
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EDWIN THOMAS HARRIES DAVIES 
M.D., M.S. Lond., F.R.C.S. 


Mr. E. T. H. Davies, surgeon to Tredegar Hospital, 
died on May 14. He was a native of Carmarthen and was 
educated at the local grammar school, the University of 
Wales, and St. Mary’s Hospital, London. As a student 
he won many scholarships and prizes at his hospital. 
After qualifying in 1906 he held resident appointments 
there, and later he became surgical registrar to the 
London Temperance Hospital. In 1908 he took the M.p., 
and in 1910 the M.s. and F.R.c.s. He was the only success- 
ful candidate in the M.s. examination that year. 

In 1911 he began his work at Tredegar. Besides his 
main hospital appointment he was medical super- 
intendent of the Tredegar Medical Aid Society, medical 
officer of health for the urban district, and medical super- 
intendent of the infectious-diseases hospital. When he 
retired from his hospital appointment in 1949 a ward 
was named after him. For some years he continued to 
hold a part-time surgical appointment under the Welsh 
Regional Hospital Board. 

I. D. writes : 


Tredegar was fortunage to secure Edwin Davies’s services 
as surgeon to the former Tredegar Iron and Coal Company 
and he remained there throughout the whole of his pro- 
fessional life of nearly forty years. He was skilled in all 
branches of surgery, including ophthalmic surgery. I met him 
occasionally in consultation, for I was the visiting physician 
to his hospital. It was soon evident that this densely popu- 
lated industrial area had received the services of a first-class 
surgeon and he maintained a high hospital standard through- 
out his working life. He was also available for consultations 
by his colleagues in the town and district. His enthusiasm and 
skill never diminished, and this large community will remember 
his devoted service and surgical‘skill. 


Mr. Davies leaves a widow and a daughter, Dr. Caryl 
St. John Davies. 


Dr. HAROLD TRIMBLE 
G. S. T. writes: 


I would regard Harold Trimble as an international figure, 
not only for his work on diseases of the chest, but also for 
the way in which he fostered friendship between the medical 
profession of America and England. He travelled widely all 
over the world, his one idea to gain knowledge from others 
and cement friendship between the medical professions of the 
countries visited. A man with a striking personality, to meet 
him was at once to like him, and this soon grew to affection. 

He was always searching after new knowledge in his chosen 
subject of chest disease, and even with his busy clinical life 
found time to be a member of many prominent committees, 
both on the administrative side of chest organisation and on 
the research side. 
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CALDWELL, A. S., M.B. Glasg., D.P.H. 
and Kinross. 

Cotron, L. T., B.M. Oxfd, F.R.C.8.: consultant surgeon, King’s 
College Hospital, London, and ‘surgionl tutor to the medical 
schoo 

LAING, NoRA M., L.R.C.P.1. 
of Lindsey. 

MERSKEY, HAROLD, B.M. Oxfd: assistant psychiatrist (8.H.M.0.), 
Cherry Knowle Hcapital, Ryhope, Sunderland 

Ross, H. S8., M.B. St. And. deputy physician- ‘superintendent 
(psychiatrist), State Mental Hospital and State Institution for 
Mental Defectives, Carstairs, Lanarkshire. 


Manchester Regional Hospital Board : 
Dawson, D. W., M.B. Edin., M.R.C.P.E.: consultant pathologist, 
north Manchester group of hospitals. 
MACAULAY, DUNCAN, M.D. Glasg., M.R.C.P., D.C.H.: consultant 
omg srl a one Pega’ - Soon uel 
MARSDEN, H. B., B. Manc. ultant 
pathologist, Royal "Hanchecter ‘Children’s Hospital, "Pendle- 


: senior assistant M.o., Perth 


: assistant school M.o., Scunthorpe area 


une D. B., L.R.C.P.E., D.A.": assistant anzsthetist (s.H.M.0.), 
Blackburn and district hoapitals. 
PANIKKAR, SANKAR, M.B. Manc., D.L.O. consultant 
E.N.T. surgeon, rarer and "district hospital centre. 
— D. J., M.B. N.U. assistant “anesthetist (s.H.M.O.), 
Wigan, Leigh, ona “Wrightington hospital centres. 
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Notes and News 


WORLD HEALTH ORGANISATION 


At the close of the World Health Assembly on May 24, the 
president, Dr. 8S. H. Al-Wahbi, of Iraq, said he thought there 
was general agreement that the World Health Organisation 
was going in the right direction by devoting increasing efforts 
to the codrdination of research in the control or eradication of 
disease. This did not mean that W.H.O. was withholding 
assistance to projects for the control of disease in the field ; for 
example, malaria had been eradicated in 10 countries or 
territories, eradication was under way in 15, and had been 
initiated or planned in 38. The total population of these 63 
countries, the president remarked, was 1211 million—almost 
half the population of the world. 

The Darling Foundation medal and prize for outstanding 
achievements in the control of malaria was awarded to 
Dr. Paul F. Russell, of the Rockefeller Foundation. For his 
work in social medicine, Dr. Marcin Kacprzak, of Poland, was 
awarded the Léon Bernard Foundation prize. 

On May 28 the executive board of W.H.O. concluded a 
two-day meeting under the chairmanship of Sir John Charles, 
chief medical officer of the Ministry of Health. Among the 
technical reports whose publication was authorised were the 


- fifth report of the expert committee on mental health, the 


third report of the I.L.0.-W.H.O. expert committee on 
occupational health, and the first report of the expert com- 
mittee on yellow-fever vaccine. 


APPROVED NAMES FOR DRUGS 


Tue British Pharmacopeia Commission has issued the 
following new supplementary list of approved names for drugs : 
Approved name Other names 
Amisometradine .. ©-Apeine-d-casthaliyt-S catia eeanne-8:6- 

one 
Rolicton 
y-FlJuoranthen-8-yl-y-oxobutyric acid 

nchol 
as -2-chloro-1 : 1 : 1-trifluoroethane 

uo 
17a-Ethyl-17-hydroxy-19- norandrost- 4-en-3- 

one 
Nilevar 
4-(2-[N -(5-Cyano - 5:5 -diphenylpentyl) -N- 

= ee morpholine dimetho- 
a chloride 


Presidal 
1 -[3 - (2 -Chloro-10 - phenothiaziny])propy]]-4- 
methylpiperazine 
Compazine ; Stemetil 
Tolpronine. . -. 1-(1: 2:3: 6-Tetrahydropyridino)-3-o-tolyl- 
oxypropan-2-ol 
Proponesin is the hydrochloride 
A COURAGEOUS MATRON 

Miss MacManus of Guy’s has become a legend. One of the 
most eminent nurses of her time, she played a big part in 
nursing affairs, travelled widely, and contributed much to the 
shaping of her profession. She has written her memoirs,’ an 
unusual and welcome action in a profession traditionally 
reticent about its personal life. 

She was the daughter of an Irish doctor in Battersea and 
niece of the Guy’s superintendent’s wife, Lady Perry, with 
whom she spent much of her girlhood. It was natural, there- 
fore, that she should exchange the Superintendent’s House 
for the Nurses’ Home, where she qualified in 1912. In the 
1914-18 war she was an Army sister serving mainly in France, 
and the account of her exciting and strenuous experience is the 
best part of the book. After a short spell as matron of the 
Bristol Royal Infirmary she returned to Guy’s and spent 
the rest of her career as its matron. ; 

The book will delight her many friends and admirers. In it 
they may find themselves and certainly many they have 
known. Miss MacManus’s memory is capacious and retentive 
(or else she has very full diaries) and there is much detail. In 
her memories of two wars, however, enjoyment of adventure 
and hardship has winnowed the chaff, and here the kind, 
resourceful, and courageous 6 no shows herself in all her 
quality. Seer weet 


University College of the West Indies 
Students at this college work for the m.B., B.s. degrees of 
the University of London. At the examinations for these 
degrees held in Jamaica in April the following were successful : 
A. St. J. P. Jones, 8. E. H. Brooks, G. 8. McLeod. 


1. Matron of Guy’s. By Emmy E. P. MaCMANvs, c.B.z. London : 
Andrew Melrose. 1956. Pp. ist ‘25s. 


Florantyrone 
Halothane 


Norethandrolone .. 


Pentacynium 


Prochlorperazine . . 
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University of London 

The title of reader in histochemistry has been conferred on 
Dr. A. G. E. Pearse in respect of his post at the Postgraduate 
Medical School of London. 


Medical Women’s Federation 

The first Christine Murrell fellowship has been awarded to 
Dr. Ann Mullins for her research on disability resulting 
from obesity. 


Royal Medico-Psychological Association 

Child Psychiatry Section.—A meeting of this section will 
be held at 10 a.m. on Friday, July 5, at the Warneford Hospital, 
Oxford, when there will be a symposium on the longitudinal 
study of physique and personality in a group of children at 
7 and 11 years. The speakers will include Dr. R. G. McInnes 
and Dr. R. W. Parnell. 


Institute of Social Psychiatry 

A course on the social approach to mental and emotional 
difficulties will be held from July 26 to 28 at Moor Park 
College, Farnham, Surrey. Lectures will be given by Dr. 
Joshua Bierer, Dr. W. Schindler, Dr. E. K. Ledermann, 
Dr. Kraupl Taylor, and Dr. Paul Senft. Further particulars 
may be had from the Institute, 9, Fellows Road, London, 
N.W.3. 


Social Security Agreement with Sweden 

The reciprocal agreement on social security between the 
United Kingdom and Sweden came into force on June 1. 

Under this agreement, British families will qualify for Swedish 
family allowances as soon as they become civilly registered in 
Sweden, and British tourists will be entitled to use the Swedish 
health services while they are in Sweden. The agreement covers 
also the cash benefits provided by the two countries for unemploy- 
ment, sickness, maternity, old age, widowhood, orphanhood, and 
industrial injury. 


Index Ophthalmologicus 

A new edition of the Index, containing a list of ophthalmo- 
logists in all parts of the world, will be issued for the 18th 
International Congress of Ophthalmology, to be held in 
Brussels in 1958. Any ophthalmologist who is not a member 
of the Faculty of Ophthalmologists or the Ophthalmological 
Society of the United Kingdom, and who wishes to have his 
name included in the list, is asked to write to the hon. secretary 
of the society, 45, Lincoln’s Inn Fields, London, W.C.2, 
before July 31, 1957. 


Psycho-Endocrine Association 

This association was formally constituted on May 21 at a 
meeting of the Psycho-Endocrine Research Group. Its 
objects are to promote the study of the interrelationship 
between the endocrine system and mental functions, 
normal and disordered; to apply the knowledge of these 
principles to psychological medicine ; and to provide a forum 
for the discussion of psycho-endocrinological and related 
knowledge. Anyone, at home or abroad, who wishes to apply 
for membership should write to the hon. secretary of the 
association, St. Ebba’s Hospital, Epsom, Surrey. The 
annual subscription has been provisionally fixed at 10s. 


Neurotics Nomine 

The first public meeting of this organisation was held in 
London on April 29. Dr. Joshua Bierer, who presided, said 
that the future of mental health depended more on public 
opinion than on what takes place in the consulting-room. 
Mr. Christopher Mayhew, M.P., said that mental illness was 
the worst kind of illness and in terms of human suffering was 
Britain’s biggest problem today. The aims of the N.N. 
(Neurotics Nomine) group are : 


1. To help patients and ex-patients to make contact with each 
other and with people living normal lives. 

2. To assist the patient to take the first steps towards more social 
living and readjustment. 

3. To support eac h other by meeting at home or talking over the 
= phone in an emergency. 

To provide a panel available to discuss or answer questicus to 
an yr 4 of general practitioners or members of social seryices 
who have contact with psychiatric patients. 

5. Generally to help remove the stigma and fear that still 
surrounds mental illness. 

6. To help the members themselves in their own integration by 
providing, through these activities, opportunities for useful work, 
social contacts, and self-expression. 


The hon. secretary may be addressed at 9, Fellows Road, 
London, N.W.3. 
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‘British Medical Association 
Dain Fund.—During 1956-57 the fund has spent £1460 in 

helping sixteen cases, including three new ones. All the 

children whom the trustees have been helping for some years 

are making good progress at their schools and universities. 


Royal College of Nursing 

Miss Catherine Hall, s.n.N., has become general secretary 
of the college in succession to Miss Frances Goodall, 0.8.z., 
S.R.N., who has retired. 


Institute of Dermatology, London 

A semipermanent exhibition, by Dr. R. H. Meara, on 
the xanthomatoses, will be available at the institute, Lisle 
Street, W.C.2, till June 29. 

A course is to be held from Sept. 16 to 20 for general 
practitioners, especially those working in dermatological 
clinics. Applications should be sent by July 8 to the dean of 
the institute. 


Hospitals’ Symphony Orchestra 

This orchestra is holding a concert on June 26 in the library 
of St. Mary’s Hospital School, London, W.2. Tickets (7s. 6d., 
5s., and 3s. 6d.) can be had from Miss M. A. Whipp, A.M.1.4., the 
Secretary, South Western Hospital, Landor Road, Stockwell, 
S.W.9. 


Medical Golfing Society 
At the summer meeting of this society at Sunningdale the 
winners were : 


Lancet Cup (Scratch)—Dr. F. 
Henry Morris Cup—Dr. A. A. 


sg oy 
. Reekie to) ‘ up. 


‘Diary of the Week 


JUNE 9 TO 15 
Tuesday, 11th , 
INSTITUTE OF CHILD "7, on Hospital for Sick Children, 
Great Ormond Street, W.( 
5 P.M. _ Prof. - Magill New York): The 
Epidemic Disease. 
INSTITUTE OF DERMATOLOGY, Lisle Street, W.C.2 
5.30 P.M. Dr. R. H. Meara: Less Common Skin Diseases of 
Infancy and Children. 


Wednesday, 12th 
UNIVERSITY OF LONDON 
5 P.M. (Westminster Medical School, Horseferry Road, S.W.1.) 
Dr. Andre aces +o (New York): The Syndrome of 
en ion. 


Recurrence of 


Alveolar Hy 
ROYAL SocrETyY OF MEDICINE, 1, Wimpole Street, W.1 
4.30 P.M. Physical Medicine. Dr. A. C. Dornhorst, Dr. J. L. 
serngnene, & r. D. A. Brewerton : Breathing Exercises— 
Are they of Value ? 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, 8.W.3 
P.M. Dr. W. D. W. Brooks: Prevention of Pulmonary 
Tuberculosis. 

INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. Henry Haber: 
Skin Conditions. 

UNIVERSITY OF OXFORD 
5 p.m. (Radcliffe Infirmary.) Prof. H. de Watteville: Nutri- 
tional Deficiencies During Pregnancy and their Influence 
on Foetal Development. (Litchfield lecture.) 


Thursday, 13th 
ROYAL SOCIETY OF MEDICINE 
5 P.M. Ophthalmo . Dr. John Gloster, Mr. E. 
Dr. C. R. 8. Jackson: Tonometry. 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. C. D. Calnan: 
and Treatment. 
HONYMAN GILLESPIE LECTURE 
5 P.M. Sat ap ag A New Buildings, Teviot Place, Edinburgh.) 
Dr. J. G. Macleod : Unsuspected Thrombosis. 


Friday, 14th 
POSTGRADUATE MEDICAL SCHOOL OF LONDON, Ducane Road, W.12 
10 a.m. Prof. D. M. Douglas, Dr. K. G. Lowe: Patent Ductus 
Arteriosus. 
4pm. Dr. J. D. N. Nabarro: Modern Methods of Assessing 
Adrenal Cortical Function. 
St. Mary’s HospiraL MEDICAL SCHOOL, W.2 
5 pM. Mr. Aleck Bourne: Physiology of Menstruation. 
INSTITUTE OF OBSTETRICS AND GYNASCOLOGY 
3 p.m. (Hammersmith Hospital, Ducane Road, W.12. ). Rg 
Elizabeth Tylden: Psychiatric Problems in Pregna 
MIDLAND CENTRE FOR NEUROSURGERY, Holly Lane, Smethwick, 


Birmingham 
The Clinical Value of the 


Histopathology of some Rare 


S. Perkins, 


Hemangiomata—Classification 


8 p.m. Prof. K. J. Ziilch (Cologne): 
Morphological Classification of Cerebral Tumours 


Saturday, 15th 
INSTITUTE OF OBSTETRICS AND GYNACOLOGY 
11.15 a.m. (Chelsea Hospital for Women, Dovehouse Street, 
5.W.3.) Mr. K. V. Bailey: Utero-vaginal Prolapse. 
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Consolidated attack... | 

















A i Mi fli NAAT FA TAAMEA AA 


“ i 
On An a HH | hi HN it ae 


‘Distaguaine’ V 
Sulpha tablets 





optes 





*DISTAQUAINE’ V 
for reliable penicillin levels 
SULPHADIMIDINE AND 
SULPHAMERAZINE 
for enhanced antibacterial effect 


‘DISTAQUAINE’ V SULPHA Offers a new and reliable 
form of penicillin/sulphonamide therapy conven- 
ient to both practitioner and patient. 

This balanced combination of two rapidly and 
efficiently absorbed sulphonamides with acid- 
stable ‘Distaquaine’ V provides, for the first time, 
the effectiveness of treatment with sulphonamides 
and penicillin in a single oral preparation. 


Each tablet contains: 


SOTES IIH oni. ov o-5n,c cubneme 60 mg. 
SULPHADIMIDINE ..........-. 0.30 gm.: 
SULPHAMERAZINE ......+.+00+ 0.14 gm. 


| 
| 
| 
| 
| 
| 
| 
(oly | DOSAGE 
; | 
| 
| 
| 
| 
| 
] 








Ani Ey ccstacs posen. tue tabi the tamee © tay 
THE DISTILLERS COMPANY 
(Biochemicals) LIMITED 


not more than four-hourly intervals. 
Children: Half the adult dose. 
Broadway House, The Broadway, Wimbledon, London, S.W.19 
Tel: Liberty 6600 


Infants : Quarter the adult dose. 
Owners of the trade mark ‘ Distaquainc’ 











PACKS: Bottles of 30, 200 and 1,000 tablets. 
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HER MAJESTY’S OVERSEAS CIVIL SERVICE 
(MEDICAL BRANCH) 


i LAN 
yi@oy< | NIGERTA 
VACANCIES FOR MEDICAL OFFICERS 


The Medical Officer in charge of an area is the Health Adviser to the local Native Administration. 





r) 
Cee ase 
fo Ox 


\ 


His work relates preventive medicine to clinical practice and involves both. 
A full and varied life of absorbing professional interest. 
Pleasant living conditions : dry, high and generally healthy for Europeans. 
Quarters at low rental rates. 
Income Tax at low local rates. 
Permanent appointments available carrying non-contributory pension, with opportunities for 
paid study leave in United Kingdom. 


SALARIES for permanent Medical Officers in scale from £1,212-£1,950 p.a.: starting salary 

according to experience. Doctors possessing approved higher qualifications receive addi- 

tional increments of salary. Staff pay of £100 p.a. for officers employed in posts in which 
private practice is barred. 


Good promotion prospects to posts carrying superscale salaries. 


SHORT TERM (Non-pensionable) contracts on enhanced salary scale of £1,434-£2,286 p.a. 
starting salary depending on qualifications and experience. Gratuity on termination of 
contract. 


National Health Service Superannuation rights can be preserved. 
Oversea tour of 12-24 months according to age and generous paid leave. 
Free passages for doctor and wife, and cost of passages for children to maximum of one full fare. 
Allowances for children of £120 p.a. for first child, £96 p.a. for second, and £72 p.a. for third. 


Clothing allowance of £45 on appointment (within salary limits). Baggage allowance and 
travelling expenses in Northern Nigeria. Disturbance allowance (when moving stations). 
Touring equipment allowance £40. 


Apply to :— 
DIRECTOR OF RECRUITMENT, 
Colonial Office, 
~ Great Smith Street, 
Westminster, S.W.1 
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Yes, it’s really here again— 
now made in this country 






DAVIS & GECK SURGICAL GUT 


2S URGIL 


New, Safe Plastic Envelopes Replace Glass 


AR. 


REGO 





*& Gives surgeons improved gut % Keeps broken glass out of the theatre 


%* Loose coil packaging delivers a *& Saves 1/3rd nurses’ handling time i 
stronger, more flexible strand # Saves 50%, storage space 

SURGILAR envelopes are packed in wide-necked jars for easy and 

quick removal. The new SURGILAR Heat Sterilized Pack is now 


available in ¢everal sizes of plain and chromic gut. Atraumatic needle 
sutures will soon be available in SURGILAR Sterile Pack. 


STANDARD LENGTHS (Sterilized) - 


No. Type Length Sizes Package 

4405 PLAIN Non-boilable S fe. 0000-3 3doz.envs. per jar 

4443 MEDIUM CHROMIC — St. 0000-3 3doz. envs: per yar Sole Distributors in United Kingdom 
Non-boilable : 

*% WRITE FOR FULLY DESCRIPTIVE BOOKLET 

Head Office: THE OLD MEDICAL SCHOOL, PARK STREET, LEEDS 1 Dac 
Tel. 20085 (5 lines). Cables: “Aseptic, Leeds 1.” 1 IEG 
London Office: 38 Welbeck Street, London W.1. Tel. WELbeck 8152/3. LEEDS & 
Also at Johannesburg and Cape Town. LONDON 





MADE IN UNITED KINGDOM BY (—eeANAMZID > OF GREAT BRITAIN LTD. 








Isn’t this the 


best in bed 
lighting yet? 


Naturally we think so—with good 
reason! Weigh up its advantages: 
(a) The Anglepoise takes any 
position the patient requires, at a 
finger touch ; (b) its concentrated 
glow cannot disturb the patient in 
the next bed; (c) it is silent in 
movement; (d) it folds up small 
when out of use ; (e) it needs only 
a 25 or 40 watt bulb. 

We shall be very pleased to send Doctors and Surgeons full particulars 
of the full range of Anglepoise Lamps. 


renux Anglepoise sve 


Pat. all countries 





Sole Makers: HERBERT TERRY & SONS LTD-REDDITCH-WORCS 
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WHEN PRESCRIBING CHLORODYNE 
medical men should be 
particular to specify 


"Collis Browne 
CHLORODYNE 


The Original and 
only genuine Chlorodyne 

















used with unvarying success 
by the Medical Profession 
in all parts of the world 
for over 100 YEARS 


Always insist on 
‘*Dr. Collis Browne’s’’ 


THERE IS NO SUBSTITUTE 


BURSON“ 


Surgical Stockings 


Specify “Burson”’ for 
Two-Way Stretch 


* Uniform tension, easily adjustable 

* Strength at points of greatest strain 
* Lightness and coolness for comfort 
* Expert fashioning for exact fitting 


Burson Elastic Stockings are made from the finest 
* Lastex’ yarn to give them a special two-way 
stretch. And the complete size range of Burson 
Hosiery ensures a perfect fitting in every case. 





LatiK 














‘You see, it’s a food drink 


as well as a nightcap!’ 





Bourn-vita is made from 
malt, milk, sugar, 


cocoa and eggs 





BOURN-VITA 
















sleep sweeter 


made by CADBURYS 
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Availability of 
Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a deficiency 
condition appears to result from the lack of an 
individual factor of the group and it is considered 
necessary to give intensive treatment with this factor, 
the entire Vitamin B Complex should always be 
administered concurrently. 


It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient. 


Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the human system. 

@ Aluzyme is not advertised to the public and may 

be prescribed on form E.C.10. 


ALUZYME 


NON-AUTOLYSED YEAST 
with completely available Vitamins 





Have you had your free copy of ** The Therapeutic and Nutritional 
Value of Brewers’ Yeast"? 
Professional Samples and Prices on request from :— 


ALUZYME PRODUCTS 
PARK ROYAL ROAD, LONDON, N.W.10. 

















IF THERE IS NO ORGANIC 
DISEASE TO ACCOUNT FOR 


ENURESIS 


TREATMENT BY 
The **CHIRON”’ 
NOCTURNAL ENURESIS 
ALARM 


(PROV. PAT. NO. 16125) 
IS INDICATED 


THIS TREATMENT IS BASED 
ON PAVLOV’S THEORY OF 
CONDITIONED REFLEXES AND 
HAS PROVED SUCCESSFUL IN 
90% OF CASES 
SEE LANCET, 19 FEB. 55, P. 391 & 26 MAR. 55, P. 676. 


FOR FURTHER INFORMATION WRITE TO:— 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 


32-34, New Cavendish Street, London, W.! 
Telephone : WELbeck 3764, 8573. 
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~ 
For the young man 


with a future 


MER 


HOME 
AND FAMILY 





EARLY 
ENDEAVOUR 











RETIREMENT 











Designed specially for the young man 


‘BOTH WAYS’ 
is more thar ever the 
policy of the moment 
Let it help to smooth your road through the years 


of endeavour ahead. You will put yourself undec 
no obligation by writing for full details to... 


Scottish Widows Fund 


Head Office : 9 St. Andrew Square, Edinburgh 2. 
London Offices : 28 Cornhill, E.C.3. 17 Waterloo Place, S.W.1 























When your best efforts have failed to relieve 
this torturing symptom of: 


Dry Eczema Vulval Irritation 
Simple Rash Haemorrhoids 
Ivy Poisoning Varicose Ulcer 


| it’s a good time to try soothing Resinol Oint- 
| ment. Clinical tests and 60 years’ use have 
demonstrated the effectiveness of this bland, 

lanolin - rich, medicated ointment. From 
| all chemists. 


TRESINOL ino soa? 


| Full particulars from J. M. CURRY Agent for 


‘Persistent ITCHING | 











THE RESINOL CO., 12, FITZROY STREET, LONDON w.l 











QUEEN wy 


Non Allergic 
BEAUTY PRODUCTS 


THE SAFETY FACTOR IN 

EVERY DAY MAKE-UP 
Queen beauty products form a complete range 
of toilet and beauty preparations, including 
lipsticks, specially for those women who 
have sensitive skins. Queen products con- 
tain no orris in any form, nor any other 
skin irritants AND ARE RECOMMENDED 
BY THE MEDICAL PROFESSION. 
Obtainable from john Bell & Croyden, 
50 Wigmore Street, W.1, and 
other chemists. ‘ 

Write for Price List to :— 

BOUTALLS CHEMISTS LTD. 
60 Lambs Conduit St., London, W.C.1 
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NO CASH TO CARRY 


Even when you're travelling in the United Kingdom, 
you’ll have quite enough things to look after, without 
burdening yourself with large sums in cash. And you 
don’t need cash—if you’re carrying Midland Bank 
Travellers Cheques. They’re safer and can be cashed, 
as required, at all Midland Bank branches; they are 
accepted by many hotels and stores; and at the larger 
stations, British Railways take them in payment of fares. 
Midland Bank Travellers Cheques can be obtained on 
demand at all branches of the Bank, whether you are a 
customer or not. 


MIDLAND BANK 
LIMITED 
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JENNER INSTITUTE Giycerinated VACCINE LYMPH 


PREPARED IN ACCORDANCE WITH THE THERAPEUTIC SUBSTANCES REGULATIONS (BRITISH PRODUCT) 
Telephone : SINGLE VACCINATION TUBES - ~- ~ 12/-dezem. Postage extra Telegrams : 


Batransms 1347 LARGE TUBES (EXPORT only) sufficient for 5 vaccinations, 20/- dexen “ue Fa 


JENNER INSTITUTE FOR CALF LYMPH LTD., 73, Battersea Church Road, S.W.11 
ML THE LANCET 


= THE WORLD’S GREATEST BOOKSHOP 
SUBSCRIPTION RATES (including postage) 

















Fl 





One year. . - -- £3 3s. Od. 
Inland or Abroad < Six months oe -- £1 Ils. 6d. 
+e FOR BOOKS 4 4 Three months .. oe 15s. 9d. 


Famed Centre For 


Medical Books 


CLASSIFIED ADVERTISEMENT RATES (Minimum three lines) 





+ ee = ee we ee ~~ pr @Oluman line: Se. $d. 
New, secondhand and rare Books on every subject. and General Announcements .. a ma » mi =. 
Stock of over 3 million volumes. De ios least oe = & OF os. 
119-125 CHARING CROSS ROAD LONDON WC2 
Gerrard 5660 (20 lines) +e Open 9-6 (inc. Sats.) 
= Nearest Station: Tottenham Court Road = For ie Snmaee, Sf aioe tia 7 Aden pty Py 1 AY 
SHVVIUIANNIIUNNNALIANNNLINUUNNNNIUONNSUAUOUUSLEIUONSEAUUUONATOOONEAUIOROOAUOUTALO OOD UU DEOYAA PUGH ASAD AAT London, W. 





ST. ANDREW’S HOSPITAL fenzatdisorpers 
NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 
Mepicau SUPERINTENDENT : THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental! disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. COareful clinical, biochemical, bacteriological, and watholagionl examinations. Private 
rooms with special nurses, male or female, in the Hospital! or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance* to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Rassian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Ope rating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are severa! branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospita! from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD ‘HALL 


The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 











At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and —o greevs. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, e 


For terms and further particulars apply x the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 





A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to*the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S ANNE S. MULES, M.R.C.S., L-R.C.P. Telephones—TEIGNMOUTH 289 and 537 


RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, except infectious and mental 








Nursing, dietetic, massage, x-ray and laboratory departments Central heating and a lift to all floors 
Inclusive charges Apply SECRETARY Telephone: Ruthin 66 
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WYKE HOUSE HOSPITAL 


ISLEWORTH, MIDDLESEX 
Telephone : EALing 7000 
A private home for the individual treatment of all forms of 
nervous and mental illness, including alcoholism. 
H. PULLAR-STRECKER, M.D. G. W. SMITH, 0O.B.E., 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All cypes 
of treatment carried out. Accommodation for Alcoholics and Addicts 


M.B., CH.B. 





available. Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 
Apply to Dr. | A. SMALL Telephone: Norwich 20080 


ST. GEORGE’S NURSING HOME 
61, ST. GEORGE’S SQUARE, WESTMINSTER, S.W.! 


For the treatment of Medical Emergencies and the Neuroses 


Apply Matron: Miss TERESA CLARK,S.R.N. Tel.: 


TAT 3041/2 





THE MEDICAL PROTECTION SOCIETY umrrep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
£1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


ANNUAL SUBSCRIPTION : 





NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home 
235-7 BALLARDS LANE, N.3 Tel. : FiNchley 5283 


Resident Med. Director Dr. R. M. RIGGALL, 
Mem. Brit. Psycho-Analytical Socy. 


Deep insulin coma en, pe ke dataebee etc. 


CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone : PINNER 234 





Private Nursing Home for Mentai and Nervous illness. 
All modern forms of treatment. Two country houses in adjoining 
grounds of 5 and 6 acres respectively, 12 miles from London. 
Trains every 15 minutes from Baker Street tp Pinner. 

DOUGLAS MACAULAY, M.D., D.P.M. 











Vacancies 
ACADEMIC AND EDUCATIONAL Page| Cheltenham Group H.M.C. Locum .. 49 | Bradford A & B. H.M.C.’s H.O. a 

SECTION 42 Coleneater. i ~4 Cont Sr. H.O. 49 | Croydon. Queen’s. Sr. H.O. << oe 
ANZSTHETICS alifax Royal Infy. Sr. H.0.. :; 50 | HAMATOLOGY 
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West Ham ’ Group H. MC. Sr. H.O. 46 H.O 52 | Portsmouth Group H.M.C. Sr. H.0. 53 
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Colchester Group H.M.C. Locum Reg. 49 | -Sunton jomerset. _§ —o Charles’, W.10. Pre-reg. H.0.’s .. 46 
Edgware Gen. Reg. 49 | Winchester. —— Hanis County. | St. Clement? 8, E.3. H.O. 5 
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Oxford R.H.B. P.-t. Sr. H.M.O. .. 43] Chelmsford. Broomfield. Locum sr. Wimbledon, 8.W.20. Sr. H.0. | 
Pontypridd & Rhondda H.M.C. Sr. H.M.O. 43 | Aberdeen Gen. Hosps. B.O.M. Reg 47 

H.O. 53 | Glasgow. Robroyston. “Ir. H.} M.O. 49 | Accrington. Victoria. — én ae 
Portsmouth Group H.M.C. Sr. H.O.. 53 | Halifax. Northowram Hell. Sr. H.C 0. 50 | Altrincham Gen. Sr. H.O 47 
Portsmouth Group H. 7 C. Reg. .. 52] Liverpool. Aintree. Sr. H.( 51 | Beverley. Westwood. H.O. or Sr. 
Rochdale Infy. Sr. H.O : .. 53] Maidstone. Preston Hall. Se. H.O. 51 47 
Scotland. Western R.H.B. Sr. Reg. North East Met. R.H.B. Regs. 45 Birmingham. Dudley ‘Road. Sr. H. 0. 47 
as "e, ‘ _ ¢ a - Portsmouth Group H.M.C. Sr. H. 0. 53 om R. 5. B. Ree. A’. rt 

oug Dp on. eg.. —_ e- @ DENTAL SURGERY irmingham. Selly s es ‘ 
Stafford. Staffordshire Gen Suess Leeds United Hosps. Sr. H.D.0. .. 43 | Burton-on-Trent. Gen. Sr.H.O. .. 47 


Sr. 


Jambridge. Addenbrooke’s. 








St. Albans’ City. ‘Loc um Reg. . 
Stockport Infy. Sr. H.O. 


Taplow. Canadian Red Cross Mem. 
Sr. H.O. 

Wigan & Leigh HLM.C. Re eg.. 

York. County, City, Military & Ful- 
ford Hosps. Sr. H.« a 

B.W.I. University College Hosp. 
Asst. Anesthetist ab 

Northern Ireland Hosps. Auth. P.-t. 
Cons. a2 ee 

South Australia. Queen Victoria 
Maty., Rose Park, Adelaide. Anzms- 
the tist ak od 

U.S.A. Cambridge, Mass. Residencies 

BIOCHEMISTRY 

Goose’: Western R.H.B. Sr. 

CASUALTY 

Connaught, E.17. Sr. H.O.’s.. 

St. Charles’, W.10. Sr. H.O. .. 

St. Stephen’s, 8S.W.10. Sr. =6 

Wanstead, E.11. Sr. H.0. . 

Willesden, N.W.10. Sr. H. 0. 


Victoria. Sr. H.O. 
Royal Sussex County. 


Blackpool. 
— 
-0.’8 
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H.0. .. 48 


DERMATOLOGY Cardiff. St. David’s. Sr. H.O 48 
Guy’s, S.E.1. Locum Sr. Reg. 44 oe Se os. H.O. +4 
EAR, NOSE, AND THROAT — SU SS. 
North East Met. R.H.B. Reg. 6 ee cee Forme. Lom Osi 49 
Birmingham R.H.B. Reg a3 I Wain Mecces LG. y = 
Birmingham. Selly Oak. Sr.H.0. .. 47 Hertford County. ee. O. is 30 
—— United Hosps. nia or a Lincoln County. Pre-reg. H.O. i 
Ipswich & East Suffolk. H.O. 0 ws ®t Ye Gen. Sr. H.O. 51 
a B-0- 50 | Manchester. Withington. Sr: H.0... 52 
Leeds R.H.B 51 Mowenstio Gen. Sr. H.O : 52 
ae yon Kent County Opht halmic ah Nottingham Gen. Pre-reg. H.0.’s 52 
Manchester R.H.B. Sr. Reg ep — | ty eS 
Oxford FLH.B. & South West Met. ps.Sr. Reg. 5 
R.H.B. P.-t. Cons... ace Postypsde Ps ge ie ee 
Reading & Dist. H.M.C. Sr. H.O. 53 | ph - 
: . yl. Royal ‘Alexandra. H.O 53 
gp eo -wgerggedlacnng 7 Richmond, Yorks. St. John of God's. a 
Je 
mag ~ eee North Staffs Royal | scotiand. Western R.H-B. P.-t.Cons. 43 
atin "te ht “a 3} | Scotland. Western R.H.B. Sr. Reg... 54 
Taunton & eamenee: hae 55 ~~ Ww “g Bre: re Ho. or 
GERIATRICS Sr. H.O. 54 
Leytonstone No. 10 Hosp. Group. Sheffield. City Gen. Reg 54 
< or al Pe 3 44 | Southend-on-Sea Gen. Pre-reg. H. 0. 54 
North East Met. R.H.B. Reg. 45 | Southport Gen. Infy. H.O 55 
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St. Helens & Dist. H.M.C. H.O.’s .. 
Stoke-on-Trent. North Staffs Royal 
Infy. Pre-reg. H.O ee 
Swin on & Dist, H. x. C. H.O. 
H.O 


Welsh R.H.B. Reg = 
bah Bromwich & Dist. Gen. ’ Pre-reg. 


Ww estcliff, “Essex. Sr. H.O. 
Worthing H.O. +3 
Dublin. Dr. Steevens’ Hosp. Reg. ia 


NEUROLOGY 

National Hosps. for eeveu \ ercrmaees 
Sr. Reg., Reg. & Sr. H. 

Birmingham United Hosp. 
or Reg. 


NEUROSURGERY 

National ee for Nervous Diseases. 
Reg. & Sr. H.O. or Reg. . 

Bristol. Cosshama/Freme Say "HLM. C. 
Sr. H.O. 

Scotland. South-Eastern R.H.B. Reg. 

She ro ones, H.O. or 


“a Ree. 


OBSTETRICS AND GYNZCOLOGY 

Nelson, 8.W.20. Reg.. 

St. Mary Abbots, W.8. H.O. 

Ayrshire Hosps. Jr. H.M.O 

Beverley. Westwood. Bre: reg. H.O. 
or Sr. H.O. 

a ype Lordswood Maternity. 

Birmingham. Selly Oak. H. 0.’ 8 

speenem. Sorrento Maternity. 


Cambridge. Addenbrooke’s. H.O. |: 
Canterbury. Kent & arenes 


Chesterfield. Scarsdale. “Reg.. 
bee >~yped Group H.M.C. 
SSF 

Crewe & Dist. Mem. & “Barony Hosp. 
Maty. Unit, Nantwich. Sr. H.O. 

Doncaster. Western. Sr. H.O. or Pre- 
reg , 

ettesinn. ‘st. Mary’s. Sr. H.O. 

Luton & Dunstable. 0 

ae. Montagu, Locum Sr. 


Morecambe. Queen Victoria, Sr. H.0. 
Oxford R.H.B. Reg. oe 
Pars | County & “City Gen. " Hosps. 


Pontypridd & Rhondda H.M.C. Sr. 
H.0. H.O.’s ‘ 


Reading ( aoe Hosps. H. 0. 

Rotherham. Moorgate. Reg.. . 

Sheffield R.H.B. Sr. Reg. .. i 
& R.H.B. 


Sheffield United Hosps. 
Sr. Reg. 

Shrewsbury. Cross Houses. 

Southend Gen. 

St. Albans City. “i H.M.O.. 

St. Asaph. H.O. 

St. Helens & a H.M.C. H.O. 


Swansea. Sr. H.C 
Taunton & tn ‘Sr. H.O. 


OPHTHALMOLOGY 

St. James’, 8.W.12. P.-t. Reg. 

Bradford. "Royal ag & Ear. Sr. H.O. 

Newcastle R.H.B. Reg. 

Scotland. North-Eastern R.H.B. Sr. 
H.M.O. 


South East Met. R.H.B. pRee, 
South West Met. R.H.B. P.-t. Cons. 
Windsor Group H.M.C. p. *t. Sr. Reg. 


ORTHOPAZDICS 
Hammersmith Hosp & P.G. Med. 
——s W.12, & North West Met. 


“Locum 


‘Pre Tee. 


R.H.B. Reg i 
Royal National Orthopedic, Ww. 1. Sr. 


South East Met. R.H.B. Regs. 

Whipps Cross, E.11. H.O. 

Beverley. Westwood. Locum Sr. ae 0. 
or H.O. & H.O. ° 

Birmingham R.H.B. Reg ‘1s 

ee. Roy on Victoria. Sr. 


Brighton Gen "H.O.. os 
Bristol. W inford Orthopedic. Sr. 


ay St. Edmunds. “West Suffolk 

. or Sr. H.O. ax 
Oaimbridge. “Addenbrooke’s. H.O. 0% 
Deeby. erbyshire Royal Infy. Sr. 


siaeaen County. Sr. H.O. & H.O. | 

Edinburgh. Princess eee Rose 
Orthopeedic. Sr. H.O. 

Ipswich & East Suffolk. H. 9. 

Oswestry. Robert Jones & Agnes 
Hunt Orthopedic. Regs 

as eee om “Ortinopeeaic. 


Or Or Or Sr Or 
Pe 
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48 
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48 


48 
48 


49 
49 
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52 
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Romford Oldchurch. } Oo 

Salford Royal. Sr. H.O ide 
Scotland. Northern R.H.B. "Reg. ey 
Southampton. Royal South Hants. 


H.O. - es a 
Stookton- -on- -Tees. Sedgefield Gen. 
Stoke- e-on-Trent. * North Stats Royal 


Infy ; 
Watford. Peace “Mem. "H.O.. 


PADIATRICS 
Central Middlesex. H.O. 
Queen Elizabeth Hosp. 


H.O.’s 

South West Met. R.H.B. P.-t. Cons.. 

St. Charles’, W.10. H.O. 

Birmingham. Little Bromwic h. H.O. 

Birmingham. Selly Oak .O. 

Manchester. Duchess of York Hosp. 
for Babies. Sr. H.O. 

ipotarter. ‘West Manchester H.M.C. 
Sr 2 

Pontypridd & Rhondda H. M. Cc. Sr. 
H.O. & H. ue. 


Southampton Child’s. H.O. 

St. Helens & ~ t. H.M.C. H.O. 

Warwick. H.( 

Canada. University ot “Albe rta Hosp. 
Resident 


PATHOLOGY 
London Clinic, W.1. Deputy Director 
Royal Free, W.C.1. Reg. oR aid 
Birmingham R.H.B. Regs. 

Leeds United Hosps. Regs. 
Manchester R.H.B. Reg. ‘ 
Manchester. W yéhenebawe. Sr. H. 0. 
Nottingham Gen. Sr. H.O. 

Rochdale & Dist. H.M.C.: Sr. H.O. 
Sheffield R.H.B. Cons. 

Wroe & Chertsey Group Lab. Sr. 


for Child. 


Ww Jolverhampton’ Group. Jr. H.M.O. 
Canada. Regina — Nuns’. Asst. 
Pathologist .. 


PHYSICAL MEDICINE 
University College Hosp., W.C.1. Reg. 


PLASTIC SURGERY 

Aylesbury. Stoke Mandeville. Sr. 

Oxford United Hosps. & R.H.B. Cons. 

PSYCHIATRY 

North East Met. R.H.B. & St. 
Bartholomew’s, E.C.1. Sr. Reg. .. 

North West Met. R.H.B. acu 
P.-t. Cons. . 

Royal Free Hosp. Group. P. a Cons. 

Springfield H.M.C. S.W.17. Reg. .. 

ae Mental Hosps. Sr. H.O.’s & 


H.O.’ 
Birmingham. Highcroft. Jr. H.M.O. 
Denbigh. North Wales Hosp. for 
Nervous & Mental a - 
H.M.O. or Sr. H.O. 
Leeds R.H.B. Reg. 
Leicester. Towers Menta]. Jr. H.M.O. 
Lichfield. St. Matthew’s. Jr. H.M.O. 
Manchester R.H.B. Sr. H.M.O. 
Newcastle R.H.B. Sr. Reg. 
North East Met. R.H.B. Sr. “Reg. 
Scotland. Western R.H.B. Reg. 
South East Met. R.H.B. Cons. o° 
Stafford. St. George’s. Jr. H.M.O. .. 
Wakefield. Stanley Royd. Jr. H.M.O. 
U.S.A. Virginia. Staff Physicians 


RADIOLOGY 

Cardiff United Hosps. Reg. ad 

Leeds United Hosps. & R.H. B. Gees. 
Scotland. Kastern R.H.B. Sr. Reg.. 


Welsh R.H.B. ns. 
B.W.I. University College Hosp. 
Radiologist .. 


Western Australia. 
Staff Radiologist 

RADIOTHERAPY 

Charing Cross, W.C.2. Reg. 

— Northern Group ¢ of t Hosps. 
Sr le 


RHEUMATOLOGY 


“Royal Perth. 


SS Canadian Red Cross Mem. 
SURGERY 


Bethnal Green, E.2. Pre-reg. H.O. .. 
Central Middlesex, N.W.10. H.O. 
Highlands Gen., N.21. H.O... 
London Jewish, E.l. H.O. ° 
Metropolitan, E.8. Pre-re; H.0.’s .. 
North East Met. yo fiegs. 


Princess Beatrice, 8 Locum Reg. 
Steen Elizabeth flosp. tor or Child. H 
ueen Mary’ 's Hos the East End, 


St. yi oe Ww. 10. ‘Pre-reg. H.0." bs. 
St. Leonard’s, N.1. H.O. ee 
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St. Mary Abbot. Ww.8. H. ~ - 46 
Wanstead, E.1 H. . os 
Westminster, a W.1. Reg Fos 
Aylesbury. Royal oaks. “H.O. or 
Sr. H.O. os os ee 
Bedford Gen. H.O. 47 
Birmingham R.H.B. P. . Cons. 43 
Birmingham. Selly Oak. 47 
Birmingham. Solihull. Tw no H.0. 47 
Bishop Auckland. Gen. H.O. 48 
Brighton. New Sussex Hosp. for 
Women, Locum Sr. H.O. 48 
Brighton. Royal Sussex County .H.0. 48 
Carlisie. Cumberland Infy. Sr. H.O. 48 
Carshalton. St. Helier. H.O... +. 49 
es Royal West Sussex. Sr. e 
sa St. Richards’. Pre-reg. - 
Cuckfield, Sussex. Pre-reg Se... Ae 
Douglas. Noble’s Isle ed Man. Sr. 
H.O. & Pre-reg. H.O. 49 
Driffield. East Riding — ‘Sr. H.0. 49 
Epping. St. , ape H.O. 49 
Epsom Dist. Lam 49 
Hastings. mae East Sussex. Pre- = 
reg. 5 
Haverfordwest. Pembroke “County 
War Mem. Pre-reg. 50 
a Pembroke Count y 
ar Mem. Sr. H.O. 50 
me. Hempstead. West Herts. Pre- fa 
reg. H.O. .- & 
Hertford County. Pre- -reg. H.O. 50 
Hillingdon, Middx. H.O.’s .. 50 
Hitchin. North Herts. H.O.. 50 
Huddersfield Royal Infy. H. 0. 50 
Hull. Kingston Gen. H.O. 50 
tas Count mAs s 50 
swich & East S olk. Pre-reg. H. 0. 50 
ettering & Dist. se Pre-reg. H.O. 50 
Leeds R.H.B. R 51 
Liverpool United {osps. Locum Sr. 
Reg. ae 51 
Luton & Dunstable. H.0.’s . 50 
Manchester. Booth Hall Child’s. Reg. 51 
soy . ~~ R.H.B Locum P.-t. oe 
Memahester. Victoria ‘Mem. Jewish. 
Locum Sr. 51 
Margate. Gen. “H.O. 52 
Sopemate R.H.B. Reg. oe 52 
Nottingham Gen. H.O.’s 52 
Nottingham. Highbury. Sr. 0. 52 
Plymouth. —— se & Bast 
Cornwall. Pre-re 52 
Pontypridd & Rhondda H. M. C. H.0.’3 53 
Poole Gen. Pre-reg. H.O. 52 
Portsmouth Y ie H. M. C. "Reg. « 
Pre-reg. . 53 
Ramsgate. tien. Sr. H. =a — 
Reading. Battle. H.O. pa 
— East Surrey. Sr. H.O. & a 
Rhyl. Roy: al Alexandra. an 0. 53 
Romford. Victoria. H.O. 53 
Salford Royal. Sr. H.O. :: 54 
—- United Hosps. & R. i. B. Sr. ae 
Southampton, Gen. H.O. -. 54 
Southport Gen. Infy. H.O.’s “wie 
St. Helens & Dist. H.M.C. Ho 55 
Stirling & Clackmannan Hosps. 
B.O.M. Sr. H.O. .. ane ae 
Stoke-on- (bene North Staffs Royal 
y. reg. H.O.. 55 
Taplow. ‘Canadian Red Cross Mem. 
Pre-reg. H. 55 
pi omy & Somerset. “H.O. 55 
Warwick. H. 56 
Watford. Peace Mem. ” Pre-reg. H.O. 56 
West Bromwich & Dist. Gen, Pre-reg. 
H.O. ; ae 
West Dorset t Group H. M. Cc. i. 0.’s 55 
Worthing. H.O 56 
THORACIC SURGERY 
London Chest, E.2. Reg 45 
Leicester Isolation Weep. & ( ‘hest 
Unit. Locum Sr. H.O. 51 
Liverpool. Aintree. Sr. H. O.. 51 
Manchester. West Manchester H. -_ Cc. 
Sr. H.O. - 51 
TROPICAL MEDICINE 
University College Hosp., W.C.1. Reg. 46 
PUBLIC APPOINTMENTS 56 
GENERAL PRACTICE 58 
NON-MEDICAL 58 
MISCELLANEOUS 58 


The Terms and Conditions of Service of 
aN ELS. Medical and Dental Staff apply to 
= Saab unless 


Shape: pate wes e advertise, 
otherwise stated. Canvassing d fies but 
candidates may normally visit hospital 
by appointment, 
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Academic and Educational 


EXAMINING BOARD IN ENGLAND 
by the 





ROYAL COLLEGE OF PHYSICIANS OF LONDON 
and the 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 


Notice is hereby given that the following Examinations will 
commence on the dates stated below : 
DIPLOMA IN INDUSTRIAL HEALTH 
10th July 
DIPLOMA IN OPHTHALMOLOGY 
ith July 
DIPLOMA IN TROPICAL MEDICINE 
17th July 
DIPLOMA IN PHYSICAL MEDICINE 
18th July 
Applications and fees for either or both Parts of an Examina- 
tion must reac 1, the Secretary, Examination Hall, Queen-square, 
London, W.C.1, at least 21 days before Part I of the Examination 
begins. FRANCIS M. STENT, Secretary. 
THE UNIVERSITY 


and the 
ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
OF GLASGOW 


AND HYGIENE 


POSTGRADUATE MEDICAL EDUCATION COMMITTEE 
REFRESHER COURSE FOR GENERAL PRACTITIONERS 

A Refresher Course of 1 week’s duration designed for General 
Practitioners will be held at the Southern General Hospital 
(Govan, Glasgow, S.W.1) from 23RD to 28TH SEPTEMBEP, 1957. 

he Course will consist, so far as possible, of bedside discussions 
and clinical conferences. Sessions will be held dealing with 
General Medicine, General Surgery, Obstetrics, Pediatrics, 
Dermatology, Urology, Geriatrics, Psychiatry, Diseases of the 
Ear, Nose and Throat, and Radiology. 

Lunch will be available at the Hospital. 

The usual arrangements are available to N.H.S. practitioners 
attending the Course whereby the fee, cost of travelling, sub- 
sistence and locum expenses may, subject to certain conditions, 
be recovered from Government sources. The fee for practi- 
tioners not claiming Government grant is 5 guineas. 

Since the number of places is limited, those wishing to attend 
should make early application to the Director of Postgraduate 
Medical Education, The University, Glasgow, W.2, from whom 
further information may be obtained. 

UNIVERSITY OF MANCHESTER 
FACULTY OF | ME DICINE 
DIPLOMA IN PSYCHOLOGICAL MEDICINE 

A COURSE in preparation for the Diploma in Psychological 
Medicine will commence in OCTOBER, 1957, subject to a sufficient 
number of candidates being available. The instruction is part- 
time covering 3 half-days per week for 8 terms. 

Further particulars as to admission and fees may be obtained 
from the Dean of Postgraduate Medical Studies, The University, 
Manchester, 13, to whom applications for entry to the course 
should be made not later than Monday, Ist July. 


THE UNIVERSITY OF LEEDS 





DIPLOMA IN PSYC HOLOGICAL MEDICINE 

A COURSE for the one in Psychological Medicine will com- 
mence in OCTOBER, 1957, if sufficient entries are received. Instruc- 
tion will be part-time and will occupy 1} days a week during 8 
academic terms (24 years). 

Further particulars may be obtained from the Secretary, 
School of Medicine, Thoresby-place, Leeds, 2, to whom applica- 
tion for admission to the course should be sent as soon as possible. 

FACULTY OF ANASTHETISTS 

PROGRAMME OF A SCIENTIFIC MEETING 
to be held at The Royal College of Surgeons of England, Lincoln’s 
Inn-fields, London, W.C.2, on SATURDAY, 15TH JUNE, 1957. 


10.30 A.M... Neonatal Respiration and Hyaline Membrane by 
Prof. IAN DONALD, M.B.E., F.R.C.O.G. 

11.30 a.m.. .Coffee. 

12 NOON ..Hypo- and afibrinogenemia by Dr. H. F. BREWER, 
M.D., B.CH. (Camb). 

12.15 P.m...The Action of Ansesthetics on the Uterus by Prof. 


W. C. W. NIXON, F.R.C.O.G. 
1.00 p.m... Lunch 





2.15 p.m...The Clinical Implications of the Toxeemias of Preg- 
nancy by Prof. A. 8. DUNCAN, D.8.C., F.R.C.0.G. 

3.15 P.M...Retrolental Fibroplasia by Mr. C. A. G. Cook, 
M.C., G.M., F.R.C.8. 

3.30 P.m...Tea. 

4.00 p.m... Aspiration by Dr. C. F. ScurR, M.V.O., F.F.A.R.C.8. 


No charge will be made for attending the Meeting beyond a 
nominal fee of 10s. to cover the cost of morning coffee, a buffet 
lunch and afternoon tea. 

All Fellows and Members of the Faculty are cordially invited 
to attend and may if they wish, bring medical guests. 

GEORGE HENRY LEWES STUDENTSHIP 
ANNUAL VALUE £250 


Applications are invited for ‘the above Studentship which will 
be vacant on IST OCTOBER, 195 The Student is required to give 
his whole time to research work except such as, in the opinion of 
the Trustees, does not interfere with hisoriginal inquiries. 

Candidates should send: (a) a statement of their qualifi- 
cations, and their need of pecuniary help, (b) the subject of their 
proposed research, (c) the name of 1 referee, to Prof. Sir BRYAN 
MATTHEWS, Phy siological Laboratory, Cambridge, by 13th July, 
1957. The student is expected nor mally to work in the Physio- 
logical Laboratory, Cambridge, though in exceptional conditions 
he may obtain permission to work elsewhere. 
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ANASTHETIC COURSE 


A 2 WEEKS’ COURSE OF LECTURES, clinical conferences and 
tutorials for postgraduates preparing for higher Diplomas 
in | yoga will be held from 17TH to 28TH JUNE, 1957. 

‘ees :— 

Lectures and Eepsemtectnes £15 15s. 

Tutorials £10 1 

A pot wg “together with application forms may be 
obtained from Mr. W. F. Davis, Secretary, Faculty of Anss- 
thetists, tena College of Sanpea ns of England, lémeoin’ s Inn- 
fields, London, W.C.2 (Tel OLborn 3474). 

INSTITUTE OF DERMATOLOGY 
ST. JOHN’S HOSPITAL FOR DISEASES OF THE SKIN 
Lisle-street, Leicester-square, London, W.C.2 

SPECIAL WEEK’S COURSE for Ge neral Practitioners from 16TH 
to 20TH SEPTEMBER, 1957, designed particularly for those working 
in Dermatological Clinics. 

Applications by 8th July to the Dean from whom further 
particulars may be obtained. y wall Nie: 

COURSE FOR D.P.M. PART II 


An 8-WEEK COURSE suitable for part II Conjoint D.P.M. will 
be held in OCTOBER and NOVEMBER and will consist of lectures, 
tutorials and demonstrations in clinical psychiat and allied 
subjects. The course will be open to a limited number of candi- 
dates working for the D.P.M. or for other approved practitioners 
wees a the — of psychiatry desirous of postgraduate 
tuition ‘ee £3 

A Wa Should be made to the Director of Medical Post- 
graduate Studies, The University, Clifton, 1, 8. 
MENTAL HEALTH RESEARCH FUND FELLOWSHIPS 


Applications are invited for Mental Health Research Fund 
Fellowships from suitably qualified persons wishing to pursue 
Full-time Research Work bearing on problems of mental health 
whether in clinical psychiatry or in one of its supporting sciences. 

Both Junior and Senior Fellowships are offered in the salary 
ranges £700-£1200 and £1200-£2000, plus superannuation. The 
appointments will be for up to 3 years in the first instance. 

Application forms, which must be returned before lst October, 
1957, may be obtained, together with further information, from 
the Secretary, Research Committee, Mental Health Research 


—_ 39, Queen Anne-street, London, W.1 (Tel. : WELbeck 
). 

LR ETA, ee L.M.S.S.A. sie 

FINAL EXAMINATION : SurGERY, 8th July, 12th August, 


14th October, 1957. MEDICINE PATHOLOGY, 15th July, 19th 
August, 21st October, 1957. MIDWIFERY, 16th July, 20th August, 
22nd October, 1957. MASTERY OF MIDWIFERY, May and Nov- 
ember. DIPLOMA IN INDUSTRIAL HEALTH, July and December. 

For regulations apply REGISTRAR, Apothecaries Hall, Black 

Friars-lane, London, E.C.4. 
LISTER INSTITUTE OF PREVENTIVE MEDICINE. 
Applications are invited from graduates in medicine or physio- 
logy for a RESEARCH ASSISTANTSHIP in the Department 
of Experimental Pathology to join a team investigating perme- 
ability factors and their inhibitors occurring in mammalian 
species. The Assistantship will be for a minimum period of 
2 years and the starting salary £500-£660, according to experi- 
ence. Applicants preferably should have some postgraduate 
experience in pathology or physiology 

Applications should be sent to the Direc tor, Lister Institute 
of Preventive Medicine, Chelsea Bridge-road, London, 8.W.1. 
ROYAL FREE HOSPITAL SCHOOL OF MEDICINE 
(UNIVERSITY OF LONDON), 8, Hunter-street, W.C.1.  Applica- 
tions are invited from medically qualified Men and Women 
for the post of ASSISTANT LECTURER IN ANATOMY 
from Ist October, 1957. Salary £700-£50-£900 (at present 
under review) with superannuation benefits and family 
allowances. 

Further particulars may be obtained from the Secretary 
to whom applications should be sent not later than 29th June. 
THE UNIVERSITY OF LIVERPOOL. Department of 
STUDIES IN PSYCHOLOGICAL MEDICINE. Applications are invited 
for the post of RESEARCH ASSISTANT IN PSYCHOLOGICAL 
MEDICINE at a salary within the range £1000-£1200 p.a., 
according to qualifications and experience. The appointment 
will be tenable for 1 year and may be renewed for a second 
year. 

Applications, stating age, academic qualifications and experi- 
ence, together with proposed subjects of research and the 
names of 3 referees, should be received not later than 29th June, 
1957, by the Registrar, from whom further particulars of the 
c onditions of appointment may be obtained. bey 
THE LIVERPOOL SCHOOL OF TROPICAL MEDICINE. 
Applications are invited for the post of LECTURER in the 
School in some branch of Tropical Medicine including experi- 
mental medicine, clinical medicine, parasitology, entomology 
or hygiene. The Lecturer will be a member of the home establish- 
ment, but will be expected to serve in the tropics in a selected 
station or in a University or similar institution. The appoint- 
ment will be made for 5 years in the first instance. The salary 
will be within the range of that for Lecturer Grade Il (clinical) 
with F.S.S.U. allowances, the starting point being determined 
pd qualifications and experience. Applicants must be medically 

ualified and should have had previous experience in their chosen 
fleld. Experience in the tropics is desirable but not essential. The 
successful applicant will be expected to take up his duties as 
— as possible during the session commencing October, 

ol. 

Applications, including the names of 2 referees, should be 
forwarded to the Administrative Secretary, Liverpool School 
of Tropical Medicine, Pembroke-place, Liverpool, 3, by 31st 
August, 1957. Further details may be obtained from the 
Administrative Secretary. 
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THE UNIVERSITY OF MANCHESTER. Applications 
are invited from science graduates for the post of ASSISTANT 
LECTURER in the Department of Bacteriology in the Faculties 
of Science and Medicine. Some experience in biochemistry 
would be considered an advantage. The successful applicant 
would partake in the teaching of science students and undertake 
research in the section of bacterial chemistry. The salary scale 
is at present under review, and is expected to be within the range 
aoe ener p.a. Membership of F.S.S.U. and Children’s Allowance 
Scheme. 

Applications should be sent not later than 24th June, 1957, to 
the Registrar, the University, Manchester, 13, from whom further 
particulars and forms of application may be obtained. 


Hospital Services : Senior Appointments 





ee ae pgp ESSEX. BROOMFIELD HOSPITAL. 
red, rienced Locum Tenens SENIOR HOSPITAL 

ME ICAL 01 FICER for long period, full residence or only when 
on duty. Unit has 312 Beds for the treatment of pulmonary 
tuberculosis in adults. Tuberculous and non-tuberculous 
thoracic surgery, chest clinics, and mass radiography. 

_Apply Physician-Superintendent. 
MANCHESTER REGIONAL HOSPITAL BOARD. Locum 
Tenens CONSULTANT SURGEON (8 half-days weekly) to 
Blackburn and District Hospitals (with duties mainly at Black- 
burn Royal I 
Appointment for period of approximately 3 months. 
according to individual grading. 

Applications, giving details of eroding, experience and quali- 
fications, to Group Secretary, Hospital Management Committee 
Office, Royal Infirmary, Blackburn, immediately. 


nfirmary and Victoria Hospital, Accrington). 
Salary 





THE LONDON CLINIC. (164 Beds.) Applications are 
invited for the full-time post of DEPUTY DIRECTOR of the 
Department of Clinical Pathology. Applicants must be registered 
medical practitioners with wide experience in pathology. The 
successful candidate will be required to join a contributory 
superannuation scheme if not already a member. The com- 
mencing salary will depend on qualifications and experience but 
will = not less than £2750 p.a. with opportunity for advance- 
men 

Applications, stating age, qualifications, experience, and details 

of past appointments together with names of 3 referees. should 
be forwarded to the House Governor, London Clinic, Devonshire- 
place, London, W.1. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Locum CHILD PSYCHIATRIST (Consultant 
status), Tavistock Clinic, 2, Beaumont -street, W.1. 6 half-days 
a week. Appointment for approximately 54-6 years from 16th 
September, 1957. Applicants must have had thorough training 
in both diagnostic and therapeutic aspects of child psychiatry. 
Preference given to candidates with psycho-analytical training. 
Clinic may be visited by direct appointment. 

Applications, which should include age, qualifications, sum- 

mary of experience and the names of 3 referees, should be sent 
to Secretary, North West Metropolitan Regional Hospital Board, 
114, Portland-place, W.1, before 24th June, 1957. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the vacant post of Part-time CONSULTANT 
PHYSICIAN in Psychological Medicine. Candidates should be 
Members of the Royal College of Physicians and hold the Diploma 
in Psychologica] Medicine. 

Applications, stating details of qualifications and experience 
and giving the names of 3 referees, should be forwarded to the 
Secretary to the Board of Governors, Royal Free Hospital, 
Gray’s Inn-road, W.C.1, not later than 30th June, 1957. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Part-time CONSULTANT PACDIA- 
TRICIAN (Female) (1 half-day per week) at the Annie McCall 
Maternity Hospital, S.W.4. 

Applications by letter (5 copies), giving date of birth, qualifica- 

tions, experience, and names of 3 referees, to Secretary (S.1), 
South West Metropolitan Regional Hospital Board, 11A, Port- 
land-place, W.1, by 6th July, 1957. Applicants may visit 
Hospital by local arrangement. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Part- 
time CONSULTANT SURGEON (9 notional half-days weekly). 
Duties mainly at Burton-on-Trent General Hospital. Wide 
experience specialty/higher qualification required. 

Applications (15 copies), naming 3 referees, to Sec pete) , 10, 
Augustus-road, Birmingham, 15, by 8th July, 1957. 


LEEDS REGIONAL HOSPITAL BOARD. Appointment 
of SENIOR CASUALTY OFFICER (whole-time) for duties at 
the Royal Halifax Infirmary. The appointment will include 
duties in casualty and orthopedic surgery at the above Hospital 
with associated ward and operating duties under the general 
supervision of the Consultant-in-charge. The person appointed 
will be required to reside in Halifax. The salary will be within 
the range of £1653 15s.-£2126 5s. p.a. and the tenure of the post 
wil] be for a period not exceeding 4 years. 

Applications (12 copies), stating age, qualifications, details of 

appointments held, showing dates, with names and addresses of 
3 referees, to the Secretary, Park-parade, Harrogate, before 
17th June, 1957. 
LEEDS. THE UNITED LEEDS HOSPITALS. Applica- 
tions are invited for the appointment of Whole-time SENIOR 
HOSPITAL DENTAL OFFICER in Orthodontics at the Dental 
Hospital at Leeds. The appointment will be subject to the terms 
and conditions of service of hospital dental staff in the National 
Health Service. 

Applications, giving full details of qualifications and experi- 
ence with dates, and the names and addresses of 3 referees, 
should be sent to the undersigned within 2 weeks of the appear- 
ance of this advertisement. 

. A. TUNSTALL, Secretary to the Board of Governors. 

General Infirmary, Leeds, 1 
LEEDS. THE UNITED LEEDS HOSPITALS AND 
LEEDS REGIONAL HOSPITAL BOARD. ohms ations are invited for 
the joint appointment of a CONSULTANT RADIOLOGIST 
for duties in the Leeds Teaching Hospital and in hospitals under 
the control of the Leeds Regional Hospital Board. The appoint- 
ment will be either whole-time or part-time (maximum sessions) 
and candidates should state their preference. The successful 
candidate may be required to study radiology abroad for a 
period before taking up the appointment. 

Applications, giving age, nationality, qualifications, and full 
details of experience (with relevant dates), together with the 
names of 3 referees, should reach the undersigned by 15th June, 
1957. Canvassing any member of either Board or of the re 4 
Appointments Committee, whether directly or indirectly, wi 
disqualify. J. ARNOLD TUNSTALL, 

Secretary to the Joint Advisory Appointments Committee. 

The General Infirmary, Leeds, 1. 











MANCHESTER REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT ASSISTANT PSYCHIATRIST (Senior 
Hospital Medical Officer) at Lancaster Moor Hospital, near 
Lancaster (2500 Beds). Good accommodation. All modern 
forms of treatment undertaken. Candidates should have hac 
wide experience in psychiatry. D.P.M. desirable. ; 

Application forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 17th June, 1957. 
MANCHESTER REGIONAL HOSPITAL BOARD. Whole- 
time Locum ANATSTHETIST (Senior Hospital Medical Officer) 
required for the eae Group of hospitals. Resident or non- 
resident. Salary £34 1 6d. per week. 

Apply at once to A Secretary, Central Offices, Birch Hill 
Hospital, Rochdale. Ke 
OXFORD REGIONAL HOSPITAL BOARD : SOUTH 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. CONSULTANT 
in E.N.T. Surgery (maximum part-time). The appointment will 
be jointly between the 2 Boards, 5 sessions with the Oxford 
Regional Hospital Board in the Swindon area, and 4 sessions with 
the South West Metropelitan Regional Hospital Board in the 
Salisbury area 

Applications (12 copies), stating age, name, qualifications and 
experience, together with the names of 3 referees, should reach 
the Secretary, Oxford Regional Hospital Board, 43, Banbury- 
road, Oxford, not later than 6th July. WaT ae 
OXFORD REGIONAL HOSPITAL BOARD. Assistant 
ANASSTHETIST in the grade of Senior Hospital ical 
Officer for 4 ogens er week (non-resident) to Pthe hospitals 
of the High Wycom and District Hospital Management 
, iB, a member of the Area Department. Applicants 
should hold the D.A. The Hospital Group is reco; d by the 
Faculty of Anesthetists for training. he hospitals may be 
visited by arrangement with the Secretary, High Wycombe and 
District Hospital Management Co ittee. 

Applications (10 copies), stating age, qualiiestiqns. experience 

and names and ad of 3 referees, to reach the Secretary 
of the Board, 43, Banbury-road, Oxford, y 4 Ist July. 
OXFORD. 
OXFORD REGIONAL HOSPITAL BOARD. Applic mont are invited for 
the post of CONSULTANT PLASTIC SURGEON (full- or part- 
time) to the United Oxford Hospitals and the pot Regional 
Hospital Board (2 sessions) who will act as Assistant to the 
Director of the Department. 

Applications (12 copies), stating age, experience and qualifi- 
cations. together with the names of 3 referees, should reach the 
undersigned not later than 29th June, 1957. 

E. J. . BURROUGH, Administrator. 











Radcliffe Infirmary, Oxford. wb! 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. SENIOR HOSPITAL MEDICAL OFFICER in 
Ophthalmology (whole- or maximum part-time appointment), 
Aberdeen General Hospitals. Candidates should have extensive 
experience in ophthalmology and preferably should hold an 
appropriate higher qualification. 

AppPlications, giving the names of 2 referees, should be sub- 
mitted by 22nd June, 1957, to the Secretary, North-Eastern 
Regional Hospital Board, Scotland, 1, Albyn-place, Aberdeen, 
from whom further particulars may be obtained. 











SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 
ments :— 


CONSULTANT PHYSICIAN in charge of the Medical Unit, 
Gartloch Hospital. The appointment will be part-time on the 
basis of 2 sessions per wee 

Whole-time SENIOR HOSPITAL MEDICAL OFFICER in 
Biochemistry based at the Royal Infirmary, Glasgow. Salary 
(at age 32 and over) on the scale £1653 15s.-£52 10s.—£2126 5s. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, C.2, not later than 30 days after 
the publication of this advertisement. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Consul- 
TANT PATHOLOGIST (whole-time) required for hospitals in 
the Mansfield Area. 

Application forms and further details from Senior Administra- 

tive Medical Officer, Sheffield Regional Hospital Board, Old 
a Sheffield. Forms to be returned by 29th June, 
1957. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Part-time'CONSULTANT OPHTHAL- 
MOLOGIST (1 half-day per week) for the Plastic and Jaw 
Injuries Unit, Rooksdown House, Basingstoke, Hants. Candi- 
dates should have special experience in ophthalmology associated 
with plastic surgery. 

Applications (5 copies), giving date of birth, qualifications, 
experience, and names of 3 referees, to Secretary (S.1), South 
West Metropolitan Regional Hospital Board, 11a, Portland- 
place, W.1, by 6th July, 1957. Applicants may visit Unit by 
local arrangement. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for appointment as 
Whole-time CONSULTANT PSYCHIATRIST (non-resident) at 
Hellingly Hospital, Hailsham, Sussex. Candidates should 
possess a D.P.M. and preferably a higher qualification ; psychi- 
atric hospital and outpatient clinic experience is essential, and 
candidates should have had experience in modern psychiatric 
therapeutic procedures, including psychotherapy and occupa- 
tional therapy. Applicants may visit the Hospital. 

Apply, stating nationality, age, sex, qualifications and experi- 
ence, including details of present appointment and of war 
service, together with the names and addresses of 3 referees, to 
the Secretary, Advisory Appointments Committee, South East 


Metropolitan Regional Hospital Board, 11, Portland-place, W.1, 
not later than 22nd June, 1957. : a 
WELSH REGIONAL HOSPITAL BOARD. Consultant 


RADIOLOGIST to serve the Caernarvon and Anglesey Hos- 
pital Management Committee, based at Caernarvon and 
Anglesey General Hospital, Bangor, with visits to other hos- 
pitals in the Group. Optional whole-time/maximum part-time 
appointment. 

Applications (12 copies), naming 3 referees, to Senior Adminis- 

trative Medical Officer, Temple of Peace, Cathays Park, Cardiff, 
within 21 days. 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a post as CONSULTANT AN/®S- 
THETIST to hospitals managed by the East Antrim Hospital 
Management Committee. The appointment will be on a part- 
time basis of 7 half-days of duty weekly, and the terms and 
conditions will be in accordance with the applic ation of the Spens 
report to Northern Ireland. 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 22nd June, 1957. 

U.S.A. VIRGINIA. Applications are invited for the 
following appointments :— 

(a) MENTAL HOSPITAL CHIEF OF SERVICE. Salary 
$10,992—$12,528 (£3925-£4474). Minimum qualification is 
4 years of psychiatric experience including 2 years of mental 
hospital psychiatry. The appointee will be responsible for the 
overall supervision of either the men’s or women’s psychiatric 
division of the Hospital and should be interested in assisting 
with the training of Junior Physicians. A higher qualification 


is desirable 

b) MENTAL HOSPITAL STAFF PHYSICIANS. Salary 
$10,032- $11,472 (£3583-84097). Applicants must have at least 
2 years of psychiatric experience and be experienced in modern 
methods of treatment. The duties will principally be concerned 
with patient care but the Staff Physicians are expected to 
assist in the supervision of the Junior Physicians. 

(c) MENTAL HOSPITAL JUNIOR PHYSICIANS. Salary 
$8400-$9168 (£3000-£3274). These appointments are approved 
by the American Medical Association for 2 years training in 
psychiatry. The Junior Physicians work under the super- 
vision of the senior staff members and are required to attend all 
training sessions as planned by the Director of Training and 
Research. 

Eastern State Hospital is a 2100-Bed mental hospital operated 
by the Commonwealth of Virginia. It is situated in historic 
Colonial Williamsburg, is within easy reach of Richmond, 
Virginia, and Washington, D.C. Mentally ill patients of the 
white race are accepted for treatment. Mental defectives and 
epileptics are not eligible for admission unless their illness is 
complicated by psychosis. 

Applicants should send full details of their training and 
experience together with the names and addresses of 3 referees 
to the undersigned by air-mail. Suitable applicants may be 
interviewed in London between 18th and 2Ist July. 

Josepu E. BARRETT, M.D., Superintendent. 

Eastern State Hospital, Williamsburg, Virginia, U.S.A. 
SOUTH AUSTRALIA. THE QUEEN VICTORIA 
MATERNITY HOSPITAL, 22, Victoria-avenue, ROSE PARK, ADELAIDE, 
SOUTH AUSTRALIA. Applications are invited for appointment as 
QUALIFIED ANAESTHETIST at the above Hospital. This 
appointment will be full-time and carries the right of private 
practice within the Hospital. Initially the term of the appoint- 
ment will be for 1 year with the right of reappointment. 
Accommodation available for unmarried appointee for which a 
charge will be made. Salary £A2176 p.a. The Hospital is a 
100-Bed maternity hospital and is a training school in obstetrics 
for Medical Students. 

Applications in writing are to include full details relating to 
qualifications, experience, age, marital status, and are to be 
accompanied by at least 2 testimonials. Applications close on 
31st August, 1957, and are to be addressed to— 

. R. ATKINSON, Secretary /Manager. 
WESTERN AUSTRALIA. ROYAL PERTH HOSPITAL. 
Applications are invited for the full-time post of STAFF 
RADIOLOGIST in Diagnostic Radiology. Candidates must be 
fully qualified Radiologists and preference will be given to those 
with higher qualifications. Salary £43120 p.a. 

The Royal Perth Hospital is a Medical Undergraduate 
Teaching Hospital ; it has more than 600 Beds and is extending. 

The Senior Staff Radiologist and the Staff Radiologist will 
work under the overall direction of the Director of Radiology 
who will be a senior member of the Ly = ee | Staff. 

The Staff Radiologist will assist in the internal management of 
the department ; training of technicians ; arrangement of 
demonstrations and provision of radiological teaching material. 

A memorandum of further partic ulars | concerning this post 
will be supplied on request. 

The selected applicant will be required to furnish a satisfactory 
medical certificate and a clear chest X-ray. 

In addition to all relevant details, applications must include 
particulars of qualifications, experience, the names of 2 referees, 


and should reach the undersigned on or before 30th September, 
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1957. JOSEPH GRIFFITH, Administrator. 





B.W.!. UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES. The Board of Management invites applications 
for the appointments of :— 


RADIOLOGIST. Salary will be at the rate of £2300 p.a. 
together with an allowance of £250 p.a. from the University 
College in respect of teaching duties 

ASSISTANT AN ZSTHETIST. 
£2100 p.a. 

Contracts will be offered for 3 years in the first instance, and 
passages will be provided for the successful candidates and their 
families on appointment and on termination of contract. Unfur- 
nished accommodation will be provided for which a rental of 
5% of salary will be charged. The appointments are full-time 
and the holders of the posts will be required to contribute 5% 
of their salaries to the Hospital’s Superannuation Scheme. 

Applications (6 copies), stating full details of qualifications, 

present appointment and previous experience, together with the 
names and addresses of 3 referees, should be sent not later than 
6th July, 1957, to the Secretary to the Senate Committee on 
Colleges Overseas in Special Relation, University of London, 
Senate House, London, W.C.1, from whom further information 
may be obtained. 
CANADA. REGINA GREY NUNS’ HOSPITAL, Regina, 
SASKATCHEWAN. Applications are invited for the post of 
ASSISTANT PATHOLOGIST in general hospital (530 Beds) 
containing South Saskatchewan Cancer Clinic. Salary $12,000 
rising to $15,000. All-round training in pathology with good 
experience in morbid anatomy and special iftterest in hemato- 
logy or bacteriology. 

Inquiries as —- oy possible t 

.c.W.W HITTICK, Director of Pathology. 


Hospital Services : Junior Appointments 


BETHNAL GREEN HOSPITAL, Cambridge Heath- 
road, E.2. HOUSE SURGEON (pre-registration post) required, 
vacancy 4th July. 

Applications, stating experience and copies of 2 testimonials, 
to Hospital Secretary. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in Pediatric Depart- 
ment. Post-registration appointment recognised for D.C.H. 
Appointment from Ist August, 1957. 

Applications, with 2 testimonials, 
15th June. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in General Surgical 
and Urological Department. Post now vacant. 

Applications, with 2 testimonials, to Medical Superintendent 
by 15th June. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 


Salary will be at the rate of 








to Medical Director by 


NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
SENIOR REGISTRAR AND FIRST ASSISTANT, Depart- 
ment of Anzsthetics, Central Middlesex Hospital, N.W.10. 


Possession of F.F.A.R.C.S., essential. Whole-time, non-resident 
except when on duty. Duties may include undergraduate teach- 
ing. There is a regional training scheme which provides facilities 
at regional centres, for gaining experience in specialist techniques 
in thoracic and plastic ansesthesia. Applicants may visit Hos- 
pital by direct appointment. 

Application forms from, and returnable to, Group Secretary, 
Central Middlesex Hospital Management Committee, Park 
Royal, N.W.10, by 18th June, 1957. 2 
CHARING CROSS HOSPITAL, W.C.2. Full-time Second 

ASSISTANT (Registrar grade) required in the Radiotherapy 
Department. The appointment, which is renewable, will be 
1 year in the first instance. Possession of a Diploma in Radio- 
therapy or other higher degrees is desirable, but facilities for 
further studies will be given if examinations have not been 
completed. 

Applications, on forms obtainable from the undersigned, to 
be returned by 22nd June, 1957. 

FRANK Hakt, Secretary to the Board. 
ne ap gay ete HOSPITAL, Walthamstow, E.17. (118 
Beds pplications are invited for the post of SECOND 
CASUALTY OFFICER with duties in the Department of 
Orthopedic and Traumatic gy A (Senior House Officer 
grade). Recognised for F.R.C.S. Salary £819 10s. p.a., less 
£150 p.a. for board, lodging, &c. 

Applications, with full “Ectaila and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Hospital 
Management Committee, Forest Greup, Langthorne-road, E.11. 
CONNAUGHT HOSPITAL, Walthamstow, E.17. (118 
Beds.) Applications are invited for the post of CASUALTY 
OFFICER AND DEPUTY RESIDENT SURGICAL OFFICER 
graded as Senior House Officer. Recognised for F.R.C.S. Salary 
£819 10s. p.a., less £150 p.a. for board, lodging, &c. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, ~ i <TR 
Management Committee, Forest Group, Langthorne- -road, E.11 


@uY’sS HOSPITAL, DERMATOLOGICAL DEPART- 
MENT. Locum SENIOR REGISTRAR required for attendance 
on 6 sessions per week, probably for 3 months. 
Applications should be — with the Superintendent, Guy’s 
Hospital, London Bridge, S 
HAMMERSMITH HOSPITAL AND ed gp tl 
MEDICAL SCHOOL AND NORTH WEST METRO! AN REGIONAL 
HOSPITAL BOARD. Joint appointment. Whole-time | REGISTRAR 
(orthopeedics) required as soon as possible. Appointment ten- 
able for 2 years, of which 1 will be spent at Hammersmith 
Hospital and the Postgraduate Medical School of London 
studying orthopedic and traumatic s 
if required) at Heatherwood Hospit 
term orthopeedic surgery. 
Applications, stating age, qualifications, eS Seo names of 
2 referees, to Secretary, Board of Governors 17th 








ery and 1 year (resident 
al, Ascot, studying long- 
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HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. RESIDENT 
MEDICAL OFFICER (Registrar grade) required Ist September. 
Married quarters (no children) available. 

Applications, stating age, qualifications, experience, names of 2 
referees, to Secretary, Board of Governors, by 22nd June. 
HIGHLANDS GENERAL HOSPITAL, Winchmore Hill, 
London, N.21. HOUSE SURGEON, vacant 17th June, 50 
surgical beds, new operating theatre, Outpatient and Casualty 
Departments. Preference given to applicants seeking pre- 
registration post under Medical Act, 1950. 

*® Applications, with copies of 3 testimonials and name 
address of 1 referee, to Hospital Secretary. 

HIGHLANDS GENERAL HOSPITAL, Winchmore Hill, 
N.21. ANASSTHETIST, vacant 6th July, 1957 (Senior House 
Officer grade), resident. 100 active surgical and orthopedic 
beds, approximately 1200 operations annually 

Applications, with copies of 3 tenttemeniais and name and 
address of 1 referee, to Hospital Secretary. 

LEYTONSTONE (No. 10) HOSPITAL GROUP. Applica- 
tions are invited from fully registered medical practitiouers 
for the post of HOUSE OFFICER in the Group Geriatric Unit. 
The successful applicant will be required, 7 arrangement, to 
undertake duties at either Langthorne or Whipps Cross Hos- 

itals, Leytonstone. The post-offers excellent scope for persons 

nterested in this specialty as the most modern methods of 
geriatric treatment are employed, supervised by a Consultant 
ay eo with full consultant services in other branches. 

ag forms from the Senior Medical Officer, Langthorne 

Hospital, London, E.11, to be returned by 17th June, 1957. 
LONDON CHEST HOSPITAL. Hospitals for Diseases of 
THE CHEST. 2 vacancies occur Ist August, 1957, for RESIDENT 
HOUSE PHYSICIAN. Appointments for 6 months, 4in London, 
2 at the Country Branch, near Letchworth, and posts graded 
as House Officer. Duties include work in the Outpatient Depart- 
ment and Refill Clinic, as well as in wards. 

Applications, stating date of birth, qualifications, with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 17th June. 

— Brown, House Governor. 

London Chest Hospital, E.2 
LONBON | CHEST HOSPITAL. Hospitals for Diseases of 
THE CHEST. A vacancy occurs Ist August, 1957, for RESIDENT 
SURGICAL OFFICER (grading : Registrar) at the Hospital's 
Country Branch, near Letchworth. There are 207 Beds, mainly 
surgical, and candidates should be experienced in thoracic 
surgery. Appointment for 6 months, with the prospect of 
renewal. 

Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 17th June. 

THOMAS BROWN, House Governor. 

London Chest Hospital, E.2. RI 
LONDON JEWISH HOSPITAL, Stepney Green, E.1. 
(130 Beds.) HOUSE PHYSICIAN (pre- or post-registration) 
required for 6 months. Post vacant immediately. 

Applications, stating age, experience, &c., and enclosing copies 
of testimonials. to be sent to the Hospital Secretary. 

LONDON JEWISH HOSPITAL, Stepney Green, E.1. 
(130 Beds.) HOUSE SURGEON (pre- or post-registration) 
required for 6 months. Post vacant immediately. 

Applications, stating age, experience, &c., and enclosing copies 
of testimonials, to be sent to the Hospital Secretary. 
METROPOLITAN HOSPITAL, Kingsland-road, London, 
E.8. (General—146 Beds.) Applications are invited for the 
pre- ree posts of 2 HOUSE PHYSICIANS and 2 HOUSE 
SURGEONS. 3 posts vacant Ist July, 1957, and 1 House 
Surgeon post vacant Ist August, 1957. 

Applications from provisional! and fwly registered candidates, 
stating age, nationality, qualifications and experience, with 
copies of 3 = testimonials, to the Hospital Secretary by 
14th June, 1957 
MIDDLESEX HOSPITAL, W.1. Applications invited for 
post of REGISTRAR in Antesthetics. 

Rules and application form, obtainable from Deputy Super- 
intendent, should be returned, naming 2 referees, by 29th June. 
MILE END HOSPITAL, Bancroft-road, London, E.1. 
(484 Beds.) HOUSE PHYSIC IAN (pre- or post-registration ). 
Post vacant Ist July, 1957. 

Application forms, obtainable from Physician-Superintendent, 
to be returned by 14th June, 1957, with copies of not more than 
3 testimonials. 

NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of USE PHYSICIAN (non-resident) 
There are 2 vacancies, 1 to commence on Ist July for a period 
of 7 months, and 1 to commence on Ist August for a period of 
6 months. These posts carry the grade of Senior House Officer. 

Applications, with names of 3 referees, to be sent to the 

undersigned not later than llth June, 1957. 
H. EWART MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 

Queen-square, W.C.1. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of HOUSE SURGEON at The National 
Hospital, Queen-square, W.C.1, to commence 11th July, 1957. 
This post carries the grade of Registrar. The appointment will 
be for 6 months in the first instance. 

Applications, with names of 3 ref*rees, to be sent to the under- 
signed not later than 11th June, 1957. 

H. Ewart MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-square, W.C.1. 


and 




















NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medica] practitioners for 
the appointment of ASSISTANT REGISTRAR (whole-time) 
to the Outpatients Department at The National Hospital, 
Queen-square, W.C.1. This post carries the grade of Senior 
Registrar. The appointment will be for 1 year in the first instance. 

Applications, with names of 3 referees, to be sent to the under- 
signed not later than 11th June, 1957. 

H. Ewart MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-square, W.C.1. 


NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of SENIOR HOUSE PHYSICIAN at 
The National Hospital, Queen-square, W.C.1, to commence 
Ist August, 1957. This post carries the grede of Registrar. The 
appointment will be for 1 year and will be renewed in exceptional 
circumstances. 

Applications, with names of 3 referees, to be sent to the 
undersigned not later than llth June, 1957. 

H. Ewart MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
ueen-square, W.C.1. 

NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
HOUSE OFFICER (resident), medical or surgical, to the 
Neurosurgical Department at the Maida Vale Hospital for 
Nervous Diseases, London, W.9. Appointment in the first 
instance for 6 months. Grading as Senior House Officer or 
Registrar according to experience. 

Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary, Maida Vale Hospital, W.9, not later than 
21st June, 1957. 

NELSON HOSPITAL, Kingston-road, Merton, 8.W.20. 
REGISTRAR (resident) for Obstetric and Gynecological Depart- 
ment of 50 Beds. Vacant mid-July 

Forms of application, returnable a 22nd June, can be obtained 
= the Group Secretary, St. Helier Hospital, Carshalton, 

urrey. 

NORTH EAST METROPOLITAN ae HOS- 
PITAL BOARD AND THE BOARD OF GOVERNORS OF BAR 
THOLOMEW’S HOSPITAL, B.C.1. SENIOR REGISTRAR in 
Psychiatry under a Joint Training Scheme. Appointment at 
Severalls Hospital, Colchester (resident or non-resident), 1 
2-3 years and subsequently at St. Bartholomew’s Hospital, F.C 
and associated Inpatient Psychiatric Unit. Appointment sakes 
to annual review. 

Application forms from wey egg & North East a ee 
Regional Hospital Board, 11a ortland-place, W.1, to 
returned by 22nd June. 

NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

E.N.T. eb ee ge REGISTRAR (non- oytat. West Ham 
Group of hospitals, Queen Mary’s Hospital, E.1 

GERIA THC REGISTRAR (resident or no -resident), St. 
er a ital, Shepherdess Walk, London, N.1 (320 Beds). 

REG in Pulmonary Tuberculosis (resident or non- 
reside: en available for married candidate), Black Notley 
Hospi.al, Braintree, Essex. Unit consists of 118 Beds and includes 
treatment of non-tuberculous diseases of the chest and major 
thoracic surgery ye to do chest clinic work. 

REGISTRAR in Diseases of the Chest (resident), High Wood 
Hospital for Children, Brentwood, Essex. Experience desirable 
in either diseases of the chest or diseases of children. 

REGISTRAR in General and Genito-urinary Saee (residen 
od ares -resident), St. Andrew’s Hospital, Bow, E.3. Bee | 

or F 

SURGICAL REGISTRAR (resident), Victoria Hospital, 
Romford, Essex. 

Appointinent subject to review after 1 year 

Application forms from Secretary, 114, Portland- -place, W.1, 
to be returned by 22nd June. 

PRINCESS BEATRICE HOSPITAL, Earis Court, London 
S.W.5. Locum Tenens SURGICAL REGISTRAR required 
18th June for a short period. 

Apply to the House Governor. pee! j 
ROYAL FREE HOSPITAL. Ro ome pes from registered 
medical practitioners (Men or V n) are invited for the post 
of Whole-time NON- RESIDENT: “REG iISTRAR in Clinical 


Pathology. Appointment for 1 year in the first instance, from 
lst September, 1957. Experience in clinical pathol is essential. 
Salary and conditions of service in accordance with those laid 


down by the Ministry of Health for Registrars 

Application forms may be obtained from the Pasptint Secre- 
tary, Royal Free Hospital, Gray’s Inn-road, W.C.1, to whom 
they should be returned not later than Ist July, 1957. 


L @ROUI Applications are 


ROYAL FREE HOSPITAL GROUP. 
invited from registered medical practitioners for the poste of 
ANASSTHETIC REGISTRARS in the Royal Free Hospital 
Group. 1 post vacant 15th August, 1957, the other vacant on 
lst September, 1957. The posts are resident and for 1 year in 
the first instance. Salary in accordance with the scale laid down 
by the Ministry of Health for Registrars. 

Application forms may be obtained from eg aaptnel Secre- 
tary, Royal Free Hospital, Gray’s Inn- V.C.1, to whom 
they should be returned not later than 26th , ang 1957. 


ROYAL MARSDEN HOSPITAL, Fulham-road, 8.W.3. 
Full-time ANASSTHETIC REGISTRAR required (Registrar 
grade) (non-resident) from ist August. Appointment for 
1 year, eligible for re-election. Recognised for the F.F.A. R.C.8 
examination. The successful candidate will be expected to 
undertake some research work on anzesthesia and related subjects. 

Applications, on a form obtainable from the House Governor, 
with copies of 3 recent testimonials, to be sent by 14th June, 
1957, to the House Governor. 
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QUEEN ELIZABETH HOSPITAL FOR CHILDREN, 
Hackney-road, E.2, Shadwell, E.1, and BANSTEAD Woop, 
SURREY. 2 HOUSE OFFICERS. 1 of these appointments will 
be made for 2 periods of 6 months, commencing Ist August, 
1957. First period as House Physician and second as House 
Surgeon and Casualty Officer. The other will be for 6 months 
only as House Physician from Ist August, 1957. 

Application forms, from the Secretary at Hackney-road, 
should be returned with copies of not more than 3 testimonials 
on or before 18th June, 195 
QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. HOUSE SURGEON (pre-registration) for 6 
oes commencing as soon as possible. Post recognised for 

".R.C.S. 

Applications, with 2 recent testimonials, to Hospital Secretary 

by 22nd June, 1957. 
ROYAL NATIONAL ORTHOPAEDIC HOSPITAL, 234, 
Great Portland-street, London, W.1, AND BROCKLEY HILL, 
STANMORE, MIDDLESEX. Applications are invited for the post 
of RESIDENT SENIOR HOUSE OFFICER (4 vacancies) 
for a period of 6 months. 2 to commence duties at Great Portland- 
street on 18th August, 1957, and 25th September, 1957, 
respectively ; 2 to commence duties at the Country Hospital, 
Stanmore, on 30th July, 1957, and 3rd September, 1957, 
respectively. 

Applications, stating preference, to be received by 28th June, 

1957. Forms of application can be obtained from the House 
Governor at 234, Great Portland-street, London, W.1. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
REGISTRAR in Orthopsedic Surgery at the Lewisham Group 
of hospitals, for duties mainly at Lewisham Hospital, London, 
S.E.13. The appointment, which may be either resident or non- 
resident, will be for 1 year in the first instance and is recognised 
for F.R.C.S. | The medical establishment of the Department 
comprises 2 Registrars and a Senior House Officer under the 
direction of 2 Consultants: the Casualty Department is separ- 
ately staffed. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 22nd June. 1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Orthopredic Surgery to fill a vacancy 
in the approved trainee establishment at the Camberwell Group 
of hospitals. The appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staffs (England and Wales), and will be for 1 year in the first 
instance. 

Applications, giving particulars of age, qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 22nd June, 1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD AND GUY’S HOSPITAL. Applications are invited 
for an appointment as Whole-time REGISTRAR in Anesthetics 
to fill a vacancy in the approved trainee establishment at the 
Bermondsey and Southwark Group of hospitals for duties at 
New Cross General Hospital, Avonley-road, S.E.14, with the 
Guy's Hospital units. The appointment will be in accordance 
with the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, qnalifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 22nd June, 1957. 
SPRINGFIELD HOSPITAL MANAGEMENT COMMIT- 
TEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
REGISTRAR required. The Hospital is a large one and offers 
excellent experience in diagnosis of all forms of mental disorder 
including the neuroses. Every variety of modern treatment is 
carried out in a well-equipped treatment centre. Single accom- 
modation available. Candidates may visit the Hospital by 
arrangement, 

Apply Group Secretary, Springfield Hospital, Tooting, S.W.17, 
for application forms which should be returned duly completed 
on or before 22nd June, 1957. 

ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
(575 Beds.) Applications are invited for the undermentioned 
posts commencing Ist July, 1957 :— 

1 SENIOR HOUSE OFFICER (casualty), 1 of 2, non-resident. 

2 HOUSE SURGEONS (general duties). Pre-registration 


osts. 
2 fOUSE PHYSICIANS (general duties). Pre-registration 


osts. 

1 fousE PHYSICIAN (Pediatric and General Wards). 

Applications, stating age, qualifications and experience, 
together with names and addresses of 2 referees, to be forwarded 
to Hospital Secretary by 15th June, 1957. 
ST. CLEMENT'S HOSPITAL, Bow, E.3. House Physician 
(not pre-registration) for general medical wards. 

Applications, stating age, qualifications and experience, 
together with the names and addresses of 2 referees, to be sent 
to Hospital Secretary immediately. 
ST. JAMES’ HOSPITAL, Baiham, 8/W.12. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Part-time REGIS- 





TRAR, 7 sessions per week. for Ophthalmic Unit (18-20 Beds 
and outpatient clinics). 
now. 

Application forms, obtainable from Group Secretary, Wands- 
worth Hospital Group, at above address, to be completed and 
returned as soon as possible. 
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ST. JAMES’ HOSPITAL, Balham, London, 8S.W.12. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. ANA/ES- 
THETIC REGISTRAR. Post recognised for D.A. and 
F.F.A.R.C.S. Vacant 23rd September. 

Application forms obtainable from Group Secretary, Wands- 
worth Hospital Group, at above address, to be completed and 
returned by 22nd June. (0331.) 

ST. LEONARD’S HOSPITAL, Nuttall-street, London, 
N.1. (Acute General—192 Beds). Applications are invited 
from registered or provisionally registered medical practitioners 
for the post of HOUSE SURGEON. Post vacant 2nd July, 1957. 

Applications, with copies of 2 testimonials, to the Hospital 
Secretary by 22nd June, 1957. ~ ao 
ST. LEONARD’S HOSPITAL, Nuttali-street, London, 
N.1. (Acute General—192 Beds.) Applications are invited from 
registered or provisionally registered medical practitioners for 
the post of HOUSE PHYSICIAN for 6 months commencing 
7th July, 1957. 

Applications, with 2 recent testimonials, to be sent to the 
Hospital Secretary by 22nd June, 1957. 

ST. STEPHEN’S HOSPITAL, Fulham-road, Chelsea, 
S.W.10. CASUALTY OFFICER (with anesthetic duties). 
Senior House Officer grade. Vacancy late July. 

Applications, naming 2 referees, to Medical Superintendent 
within 14 days. 

ST. STEPHEN’S HOSP'!TAL, Fulham-road, Chelsea, 
S.W.10. HOUSE PHYSICIAN (general medicine), resident. 
Post- or pre-registration. Vacancy mid-July, 1957. 

Applications, naming 2 referees, to Medical Superintendent, 
within 14 days. 

ST. MARY ABBOTS HOSPITAL, Marloes-road, Ken- 
sington, W.8. 

HOUSE PHYSICIAN (2 vacancies). 

candidates eligible. 

HOUSE SURGEON (2 vacancies). Provisionally registered 

candidates eligible. Appointments recognised for F.R.C.S. 

HOUSE SURGEON (obstetrics and gynecology). Post 

recognised for D.Obst.R.C.O.G. in obstetrics. 

Appointments commence on Ist August, 1957, are resident and 
limited to 6 months. 

Applications by 21st June, 1957, 
Hospital Secretary. (L.33.) 
UNIVERSITY COLLEGE HOSPITAL, QGower-street, 
W.C.1. RESIDENT MEDICAL OFFICER (Registrar) at the 
Hospital for Tropical Diseases, St. Pancras-way, N.W.1, vacant 
2ist July, 1957. Appointment for 6 months, renewable. 

Applications, with names of 2 referees, to Administrator and 

Secretary by 18th June, 1957. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
London, W.C.1. Applications are invited for the appointment of 
REGISTRAR in the Department of Physical Medicine for 1 year 
in the first instance from 8th July, 1957. 

Applications, with names of 2 referees, to Administrator and 
Secretary by 19th June, 1957. : 
WANSTEAD HOSPITAL, Hermon Hill, E.11. (191 Beds.) 
Applications are invited for the post of CASUALTY OFFICER 
(recognised for F.R.C.S.), graded Senior House Officer, vacant 
22nd June, 1957. Salary £819 10s. p.a., less £150 p.a. for board, 
lodging, &c. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, Langthorne-road, E.11. 


WANSTEAD HOSPITAL, Hermon Hill, London, €.11. 
sy Beds.) HOUSE SURGEON required. Recognised for 
’.R.C.S. 

Applications, with full details and copies of 2 recent_testi- 
monials, shovld be sent immediately to Secretary, Forest 
Group Hospital Management Committee, Langthorne-road, E.11. 
WEST HAM GROUP HOSPITAL MANAGEMENT COM- 
MITTEE, Stratford, E.15. ANASSTHETISTS (Resident Senior 
House Officer grade) for 12 months commencing 11th August, 
1957. 6 months at Queen Mary’s Hospital for the East End 
and 6 months at East Ham Memorial Hospital. Combined post 
recognised for D.A. and F.F.A.R.C.S. 

Applications, with names of 3 referees, to Group Secretary, 
West Ham Group Hospital Management Committee, Stratford, 
E.15, by 15th June, 1957. 





Provisionally registered 


on forms obtainable from 





WESTMINSTER HOSPITAL, St. John’s Gardens, S.W.1. 
Applications invited for post of SURGICAL REGISTRAR for 1 
year in first instance from Ist July, 1957. 

Applications (6 copies), with names of 2 referees, to reach 
House Governor by 22nd June. ee ore 
WHIPPS CROSS HOSPITAL, London, E.11. Applications 
are invited from fully registered medical practitioners for the 
post of HOUSE SURGEON in the Orthopedic Department. 
Post, recognised for the F.R.C.S., vacant 8th June, 1957. 

Application form from the Hospital Secretary to be returned 
by 17th June, 1957. 

WHITTINGTON HOSPITAL, London, N.19. Applications 
are invited for the post of SENIOR HOUSE OFFICER (anes- 
owe) —- vacant Ist August, 1957. Post recognised for 

Application forms obtainable from Group Secretary, 46, 
Cholmeley-park, London, N.6 (ARC. 3070, Ext. 527), and return- 
able to the Medical Superintendent, Whittington Hospital, 
London, N.19, by 18th June, 1957. 


WILLESDEN GENERAL HOSPITAL, Harlesden-road, 
N.W.10. Applications are invited for the following 6 months 
appointments :— 
RESIDENT CASUALTY OFFICER (Senior House Officer) 
from 8th July. Post recognised for Fellowship. 
RESIDENT HOUSE PHYSICIAN from 10th July. 
registration candidates eligible. 
Applications, with full particulars and names of 2 referees, to 
be sent to Hospital Secretary by 19th June. 


Pre- 
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WIMBLEDON HOSPITAL, Thurstan-road, Copse Hill, 
S.W.20. (82 Beds.) SENIOR HOUSE OFFICER. Hospital 
has a full Consultant staff and offers excellent experience in 
medicine and surgery. Good opportunity for postgraduate 
training. Salary £819 10s. p.a., less residential charge of £159. 
Further details of the appointment may be had on request of 
the Hospital Secretary. 

Applications, stating age, qualifications, experience and 
nationality, with copies of testimonials, should be addressed to the 
Group Secretary, St. Helier Hospital, Carshalton, Surrey. 
ABERDEEN GENERAL HOSPITALS BOARD OF MAN- 
AGEMENT. Applications are invited for the post of REGISTRAR 
in General Medicine at the Aberdeen Royal Infirmary with 
duties in other hospitals. The post is a whole-time one and the 
salary and conditions of service are in accordance with the 
terms issued by the Department of Health for Scotland. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the Group 
Secretary and Treasurer, Aberdeen General Hospitals, P.O. 
Box No. 92, 62, Queen’s-road, Aberdeen, within 14 days of the 
appearance of this advertisement. “ 

ABERDEEN MENTAL HOSPITALS. 
(1) Aberdeen Royal Mental Hospital, Aberdeen 
(2) a Mental Hospital, Newmachar, Aberdeen- 
shire 

The undernoted medical staff required for the above Hospitals 
where all forms of modern treatment are underteken and where 
were e association with the University Department of Mental 

ealth 

wer tT ——— OFFICERS. Salary £819 10s. p.a., less 

0i 

HOUSE OFFICERS (tully registered). Salary £577 10s. p.a., 

less £125 if resident. 

The hospitals are separate entities and applications, giving 

full details of age, &c., are to be made to the respective Physician- 
Superintendent. Applications for Locum appointments will be 
considered. 
ACCRINGTON. VICTORIA HOSPITAL. Blackburn and 
DISTRICT HOSPITAL MANAGEMENT COMMITTEE. HOUSE PHYSI- 
CIAN required for 5th July, 1957. Recognised for pre-registra- 
tion purposes. 

Apply to Secretary, Hospital Management Committee Office, 
Royal Infirmary, Blackburn. 

ALTRINCHAM GENERAL HOSPITAL, 

AND E.N.T. DEPARTMENT. (183 Beds.) SENIOR. MOUSE 
OFFICER (medical). This appointment is in a busy hospital 
and offers excellent opportunities of practical experience. 
Post vacant end of June. 

Applications, together with 2 recent testimonials. to Group 

Secretary, North and Mid-Cheshire Hospital Management 
Committee, The Hospital, Sinderland-road, Altrincham, 
Cheshire. 
AYLESBURY. ROYAL BUCKINGHAMSHIRE HOS- 
PITAL. Accident and Orthopeedic and Children’s General Surgery. 
HOUSE OFFICER or SENIOR HOUSE OFFICER. Grade 
according to experience. Pre-registration post but registered 
practitioners invited to apply. Recognised for F.R.C.S. 

Apply, with copies of 2 testimonials, to Secretary-Superin- 

tendent. 
AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. PLASTIC SURGERY AND JAW INJURIES UNIT. 
(NUFFIELD BURNS UNIT.) Applications are invited for the post 
of RESIDENT SENIOR HOUSE OFFICER in the above 
department of the Hospital. Duties will include care of patients 
in the Burns Unit (under supervision), and also work in general 
plastic wards and the theatre. 

Applications, with the names of 2 referees, to the Administra- 

tive Officer. 
AYRSHIRE HOSPITALS. Junior Hospital Medical 
OFFICER (obstetrics and gynecology). Maternity—-Ayrshire 
Central Hospital, Irvine (98 Beds) ; Gynsecology—Ayr County 
Hospital, Ballochmyle Hospital and Kilmarnock Infirmary. 
Considerable responsibility, ample time for study and an excel- 
lent post for Membership candidate. 

Apply immediately to Area Medical Superintendent, 1, Hill- 
street, Kilmarnock. _ 

BURTON-ON-TRENT GENERAL HOSPITAL. Resi- 
DENT SENIOR HOUSE OFFICER ANASTHETIST required 
at the above Hospital. 

Applications to Group Secretary, General Hospital, Burton- 

on-Trent, as soon as possible. 
BURTON UPON TRENT. THE GENERAL HOSPITAL. 
Applications invited from registered medical practitioners for 
post of RESIDENT MEDICAL OFFICER (Senior House 
Officer grade) to the Medical Unit of 64 Beds 

Applications to the Group Secretary within 10 days of appear- 
ance of this advertisement 
BEDFORD GENERAL HOSPITAL. (436 Beds.) House 
SURGEON required. Pre- or post-registration. Recognised for 
F.R.C.S. Post offers exceptional opportunities for general 
experience in busy acute Surgical Units. 

Inquiries and applications, with copies of 2 recent testimonials, 
to Group Secretary, 3, Kimbolton-road, Bedford. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) HOUSE OFFICER in Obstetrics and Gynexco- 
logy. Pre-registration post, House Officer or Senior House 
Officer grading according to experience. Vacant shortly. Hos- 
pital has Maternity Unit of 22 Beds and Gynecological Annexe 
of 18 Beds. Fully qualified practitioners may apply. Married 
quarters may be available. 

mi Detailed applic ations to Group Secretary. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) Locum ORTHOPADIC HOUSE SURGEON 
(Senior House Officer or House Officer grading according to 
experience ). 

Applications to Group Secretary. 




















BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) ORTHOPAZDIC HOUSE SURGEON (first, 
second or third post), vacant now. Offers good opportunity 
for general experience in busy acute general hospital. Approved 
pre-registration post. Fully qualified practitioners may apply. 
Recognised for F.R.¢ 

Apply Group a sal Cree 1¥_ 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) HOUSE PHYSICIAN (House Officer or Senior 
House Officer grading according to experience). Pre-registration 
post, but fully qualified practitioners may apply. 
fT oT eae eee 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. (780 
Beds.) SENIOR HOUSE OFFICER (general medicine) vacant 
Ist August, 1957. Appointment in Unit of General Medicine 
combined with duties with thoracic surgic al cases and will 
provide good experience in general medicine and in the investiga- 
tion and treatment of non-tuberculous thoracic diseases. Tenable 
for 6 months or 1 year. 

Detailed applications, with copies of 2 recent testimonials, to 
the Group Secretary not later than 15th. June, 1957. 


BIRMINGHAM. HIGHCROFT HOSPITAL, Erdington, 
BIRMINGHAM, 23. JUNIOR HOSPITAL MEDIC AL OFFICER. 
This Mental Hospital (1227 Beds) provides opportunities for 
experience and training in all branches of psychiatry, and is 
recognised as a training centre for the D.P. -. 

Applications, giving personal particulars "and qualifications, 
should be submitted to the Medical Superintendent within 
14 days. . 
BIRMINGHAM, 9. LITTLE BROMWICH HOSPITAL. 
PAZDIATRIC HOUSE PHYSICIAN (iiale(eemer>- Post 
vacant ist August, 1957. Recognised for C.H., includes 
po on infectious diseases wards, Neonatal Secatnn nt and 
clinics. 

e ane to the Physician-Superintendent by 24th June, 
1957. 


LORDSWOOD MATERNITY 


BIRMINGHAM. HOS- 
RESIDENT OBSTETRIC 


PITAL, HARBORNE, BIRMINGHAM, 17. 
HOUSE OFFICER. Commencing Ist July. 33 Beds dealing 
with normal and abnormal midwifery. Recognised for 
D.Obst. R.C.0.G. Second Period Training School for Pupil 
Midwives. 

Apply Obstetrician not later than 19th June, with copies of 

testimonials. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(1) Birmingham (Selly Oak Group), Oak Tree-lane, 
Birmingham, 29 

(a) REGISTRAR (pathology) for Birmingham Accident 
Hospital, vacant now. Previous experience essential. Recognised 
(12 months) for Diploma in Pathology. Further details from 
Consultant Pathologist. 

(6b) REGISTRAR (pathology) for Selly Oak and other hos- 
pitals (joint resident appointment with Senior House Officer), 
vacant Ist August. Wide experience in general pathology. 

(c) REGISTRAR (E.N.T. Department-——-42 Beds), at Selly 
Oak Hospital (1055 Beds). Non-resident. Experience specialty 
and higher qualification an advantage. 

(2) Wolverhampton Group, Royal Hospital, Wolver- 


hampton 

(a) REGISTRAR (orthopedics and traumatic surgery) 
required for Royal Hospital. All types of traumatic and ortho- 
peedic conditions, also industrial accident work and rehabilitation 
which is carried out at a special unit of 60 Beds. 

(6) REGISTRAR (pathology), resident or partly resident. 
Experience in specialty an advantage. Duties in all branches 
of clinical pathology centred on the Royal Hospital. 

(3) Lovenery No. 20 Group, Coventry and Warwickshire 
pital, Coventry 

REGISTR AR (general medicine) for Coventry and Warwick- 
shire Hospital (354 Beds), resident. Experience specialty 
essential. 

Application forms from Group Secretaries to be returned by 
17th June, 1957. 

BIRMINGHAM, 29. SELLY OAK HOSPITAL. (1055 
Beds.) SENIOR HOUSE OFFICER (E.N.T. Department— 
42 Beds), resident. 

Applications to Medical Superintendent. 


BIRMINGHAM, 29. SELLY OAK HOSPITAL. ‘(Equipped 
— 955. ) sh pplications are invited for the following posts :— 
HOU PHYSICIANS. Available 14th July, 1957 (3), 
ath jan 1957 (1). 
1 HOUSE PHYSICIAN (pediatrics). Recognised for D.C.H. 
ge | duties at Moseley Hall Hospital for Children. Available 


oo 4 ugust. 

3 HOU: SE SURGEONS. Recognised for F.R.C.S. Available 
ey July, 1957 (2), Ist August, 1957 (1). 

2 HOUSE SURGEONS (gynecology and obstetrics). Recog- 
nised for M.R.C.O.G. Available 14th July, 19 

All posts recognised for Pre-registration a 

Apply to the Medical Superintendent giving qualifications, 
age and experience and enclosing copies of 3 testimonials. 
Closing date 14th June, 1957. ; 
BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLIHULL. HOUSE SURGEON (pre-registration post), vacant 
end of June. General Hospital offéring good experience. 5 
other resident medical staff. 

Applications, with names of 2. referees, to Medical Super- 

intendent immediately. 
BIRMINGHAM, 13. SORRENTO MATERNITY HOS- 
PITAL. (106 Beds, including 24 premature baby cots.) OBSTE- 
TRIC HOUSE SURGEON. Appointment recognised for D.Obst. 
R.C.0.G. Hospital affiliated to Birmingham Medical School 
for training of students. 

Applications for the above post, vacant Ist August, 1957, 
should be sent to the Obstetrician, Sorrento Maternity Hospital, 
not later than 19th June. 
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BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the appointment of NON- 
RESIDENT REGISTRAR or SENIOR HOUSE OFFICER 
(E.N.T. Department) for duties within the United Hospitals 
including the Children’s Hospital, commencing Ist July, 1957. 
The grading of the appointment will be based on the experience 
of the candidate. 

Forms of application may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Edgbaston, Birmingham, 15, and should be returned as soon as 
possible. 

BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of RESIDENT 
SENIOR REGISTRAR in Anesthetics for duties in the Unite 

Birmingham Hospitals. The appointment will be for 1 year in 
the first instance and subject to annual review. The successful 
candidate may subsequently be required to spend not more 
than 2 years in a selected hospital of the Birmingham Regional 
Hospital Board in accordance with an arrangement for the 
interchange of Senior Registrars agreed between the 2 Boards. 
Candidates must possess the 2-Part Diploma in Anzsthetics of 
the Conjoint Examining Board in England or the Diploma of 
Fellow of the Faculty of Anesthetists of the Royal College of 
Surgeons of England. 

Application forms may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Edgbaston, Birmingham, 15, and should be returned to him 
not later than 22nd June, 1957. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of RESIDENT 
ANAESTHETIST in the grade of Registrar or Senior House 
Officer according to qualifications and experience. The appoint- 
ment is recognised for the purpose of taking F.F.A.R.C.S. 
examinations. 

Application. forms may be obtained from the Secretary, 

United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned to him as soon as 
possible. _ 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. QUEEN ELIZABETH HOSPITAL. Applications are invited 
for the post of NEUROLOGICAL REGISTRAR (non-resident ), 
Senior Registrar or Registrar according to qualifications and 
experience, for duty in the United Hospitals. The post is tenable 
for 1 year in the first instance. Candidates should preferably 
have had resident experience in either a special neurological 
hospital or a neurological department in a general hospital ; 
general medical experience is essential. 

Forms of application may be obtained from, and should be 
returned not later than 15th June, 1957, to, the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15. 

BISHOP AUCKLAND, co. DURHAM. 
HOSPITAL. (350 Beds.) SOUTH WEST DURHAM HOSPITAL MANAGE- 


THE GENERAL 


MENT COMMITTEE. HOUSE SURGEON required. Recog- 
nised pre-registration post. 
Apply, naming 2 referees, to K. G. T. Luxrorp, Group 


Secretary, at the above address. 

BLACKPOOL. VICTORIA HOSPITAL. Blackpool and 
FYLDB HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER required for casualty and traumatic surgery. This 
is a new post introduced to augment the junior staff of the busy 
Casualty Department. 

Applications, stating age, qualifications and experience and 

giving the names and addresses of 2 referees, should be sent to 
the Group Secretary. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. (494 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of SENIOR HOUSE OFFICER (resident), 
orthopeedics and casualty combined. The post, which becomes 
vacant on 17th June, is recognised for the F.R.C.S. examination. 
The Unit consists of Registrar and 2 Senior House Officers 
with = additional Senior House Officer during the summer 
months. 

Applications to the Hospital Secretary. 

BURY ST. EDMUNDS. WEST SUFFOLK GENERAL 
HOSPITAL. (262 Beds.) Applications invited, with 3 references, 
for a HOUSE OFFICER or SENIOR HOUSE OFFICER for 
orthopedic and casualty duties. Recognised for ¥F.R.C.S. 
(s cal). Vacant late June. A Junior Hospital Medical Officer 
Casualty Officer is also employed. 

Inquiries to Hospital Secretary. 

BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. (542 staffed beds— 
expending.) SENIOR HOUSE OFFICER (Regional Depart- 
ment of Neurosurgery). Jacancy occurs about mid-June for 
the above post, tenable for 6-12 months. The post offers useful 
surgical experience and the opportunity of gaining a working 
knowledge of neurological diagnosis. Recognised for F.R.C.S. 

Applications to the Secretary, Frenchay Hospital queting 

“N.S.F.” 2 referees required. 
BRISTOL. WINFORD ORTHOPADIC HOSPITAL. 
(230 Beds.) SENIOR HOUSE OFFICER. Applications are 
invited from registered medical practitioners for this post vacant 
ist August, 1957. Suitable for candidate reading for higher 
grade qualification and recognised for F.R.C.S. Hospital is 
staffed by Consultants of teaching hospital. 

Apply, stating age, qualifications and experience with testi- 

monials, to Secretary. 
BRIGHTON. NEW SUSSEX HOSPITAL FOR WOMEN, 
Windlesham-road, BRIGHTON, 1. Locum HOUSE SURGEON 
(Female), Senior House Officer grading, required for the period 
15th July—Ist August, inclusive. Salary at the rate of £15 19s. 
per week, less residential emoluments. 

Applications, with full particulars, to be sent to the Administra- 
tive Officer by 14th June, 1957. 
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ROYAL SUSSEX COUNTY HOSPITAL. 


BRIGHTON. 
(312 Beds.) 
HOUSE SURGEON required mid-July. 
2 CASUALTY HOUSE SURGEONS (duties include work in 
} ~ ~1aceees and Traumatic Unit), vacant beginning and end 


y. 
All posts recognised for pre-registration and F.R.C.S. 
yer stating usual particulars, and naming 2 referees, 

to the Administrative Officer, Royal Sussex County Hospital, 

Brighton, 7. 

BRIGHTON GENERAL HOSPITAL. Applications are 

invited for the appointment of HOUSE SURGEON to the 

Orthopedic Unit. Sal in accordance with national scale. 

Vacant 24th June, 1957. T post is d as a pre-registra- 

tion appointment. 

Applications, stating age, qualifications, and experience, 
together with copies of recent testimonials, should be sent to the 
Physician-Superintendent, Brighton General Hospital, Elm- 
grove, Brighton. Pe eae See a ee 
BRADFORD A AND B HOSPITAL MANAGEMENT 
COMMITTEES. JUNIOR HOUSE OFFICER required for 
Geriatric Admission Unit. Post vacant lst August, 1957. Major 
portion of duties carried out at St. Luke’s Hospital, Bradford. 

Applications, stating age, nationality, qualifications and 
experience, and copies of testimonials, to the Secretary, Royal 
Infirmary, Bradford, Yorks. : BS 2a, ae 
BRADFORD, 1. ROYAL EYE AND EAR HOSPITAL. 
SENIOR HOUSE SURGEON (ophthalmology). Recognised 
for D.O.M.S. and F.R.C.S. 

Applications, stating age, nationality, qualifications, and 
= rience, with copy testimonials, to Secretary, Bradford Royal 

rmary. 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. House 

PHYSICIAN for 6 months from 31st July. Recognised Pre- 

registration Service. 

Apply, stating age, nationality, qualifications and experience 
with dates, and copies of 3 testimonials, to Secretary by 22nd 
June. Interviews early July. 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. House 
SURGEON (to Orthopedic Department) for 6 months from 
8th August. Recognised Pre-registration Service. 

Apply, stating age, nationality, qualifications and experience 
with dates, and copies of 3 testimonials, to Secretary by 22nd 
June. Interviews 2nd July. pS SN satel om 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Gynawco- 
LOGICAL HOUSE SURGEON for 6 months from Ist August. 
Second or subsequent post. Recognised for Pre-registration 
Service and M.RUC.O.G. 

Apply, stating age, nationality, qualifications and experience 
with dates, and copies of 3 testimonials, to Secretary by 22nd 





June. Interviews 2nd July. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) GYNASCOLOGICAL HOUSE SURGEON 


——— at Highland Court Annexe, a unit of 25 gynecological 
beds situated 3 miles from the above Hospital, with all ancillary 
services available. Recognised for M.R.C.O.G. 6 months 
appointment. Post vacant end of June, 1957. National Health 
Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CARDIFF. GLAN ELY TUBERCULOSIS HOSPITAL, 
FAIRWATER, CARDIFF. SENIOR HOUSE OFFICER required 
to commence Ist July, 1957, at above Hospital. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF. ST. DAVID’S HOSPITAL. Resident Senior 
HOUSE OFFICER (medical) required from ist August, 1957, 
in acute medical wards of above Hospital to work under direction 
of Consultants. 

Application form from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral- , Cardiff. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of REGISTRAR in 
Radiology at the Cardiff Royal Infirmary, to commence duty as 
soon as possible. 

Application forms are available from the Secretary to the 
Board at the Cardiff Royal Infirmary, Newport-road, Cardiff, 
and should be returned within 14 days of the appearance of this 
advertisement. : = vane 
CARLISLE. CUMBERLAND INFIRMARY. (331 Beds.) 
SENIOR HOUSE OFFICER (general surgery) required. 
Recognised for F.R.C.S. examination. 

Forms of application may be obtained from the Group Secre- 
tary, Cumberland Infirmary, Carlisle. 

CROYDON. QUEEN’S HOSPITAL. (450 Beds.) Geriatric 
UNIT. CROYDON GROUP HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (resident). Post vacant now. 

Application forms obtainable from GEORGE A. PAILNES, 
Group Secretary, Hospital Management Committee, General 
Hospital, London-road, Croydon, to be returned within 14 days. 


CHELMSFORD HOSPITALS. Applications are invited 
for the post of RESIDENT ANAZSTHETIST (Senior House 
Officer) to large surgical units. 

Applications, stating age, qualifications, and experience, with 
recent testimonials, should be sent to the Secre , Chelmsford 
Hospital Management Committee, London-road, Chelmsford. 








CHELTENHAM GENERAL HOSPITAL. (220 Beds.) 
Applications: are invited for the appointment of HOUSE 
PHYSICIAN (pre-registration). The post is resident and will 
be vacant about the middle of June. Salary and conditions of 
service in accordance with the Nationa] Health Service regula- 
tions. 

Applications, together with 2 testimonials, should be sent to— 

STANLEY T. DAVIS, Secretary. 
General Hospital, Cheltenham. 
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CHELTENHAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from Male and Female 
practitioners for the appointment of SENIOR HOUSE 
OFFICER ANAESTHETIST which will be vacant immediately. 
Salary and conditions of service in accordance with Whitley 
Council regulations. 
Applications, with names of referees and full details, to— 
STANLEY T. Davis, Group Secretary. 
General Hospital, Cheltenham. 
CHELTENHAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of Locum 
CASUALTY OFFICER, vacant mid-June. Salary and conditions 
of service in accordance with Whitley Council regulations. 
Applications, with names of referees and full details, to— 
STANLEY T. DAvIis, Secretary. 
General Hospital, Cheltenham. 
CHESTERFIELD. SCARSDALE HOSPITAL. (372 Beds. 
Recognised for the D.Obst.R.C.O.G. and M.R.C.O.G.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (obstetrics and gynecology) required. Married accom- 
modation available. Appointment for_1 year in first instance. 
Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 17th June, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. a 
CHICHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Locum GYNACOLOGY AND OBSTETRIC 
REGISTRAR required for month of July 
Apply Group Secretary, 174, Broyle- and, Chichester. 


CHICHESTER. ST..RICHARD’S HOSPITAL. (400 
Beds.) CHICHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Required, 2 HOUSE SURGEONS for general surgery (pre- 
registration) for 6 months only in the first instance. Posts 
vacant now. Posts recognised for F.R.C.S. 

Application, stating age, qualifications and experience, 
giving names of 2 persons from whom reference may be obtained, 
should be sent to the Surgeon-Superintendent. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) SENIOR HOUSE SURGEON (Deputy 
Resident Surgica) Officer) required at above Hospital. Post 
recognised for F.R.C.S. Resident staff of 6—Resident Surgical 
Officer, 3 House Surgeons, Resident Medical Officer, and House 
Physician. Salary £819 10s. p.a., less residential charge. Vacant 
4th August, 1957. 

Applications, stating age, experience, qualifications with 
references, or names of referees, to Senior Administrative Officer. 


COLCHESTER. ESSEX COUNTY HOSPITAL. (185 
Beds.) Applications invited for the post of SENIOR HOUSE 
OFFICER to Casualty and Radiotherapy Departments. Post 
— for 6 months or 1 year. Recognised for F.R.C.S. 
Applications, with copies of 3 testimonials, to Group Secretary, 

Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Locum ANACSTHETIC REGISTRAR required for 
2 weeks from 8th July, 1957, for duties at Essex County Hospital, 
Colchester, and other hospitals in Group. 

Applications to Group Secretary, Colchester Hospital Manage- 
ment Committee, 14, Pope’s-lane, Colchester. 


CREWE AND DISTRICT MEMORIAL HOSPITAL 
(108 Beds—<Acute). AND BARONY HOSPITAL MATERNITY UNIT, 
NANTWICH (32 Beds). SENIOR HOUSE OFFICER (gynecology 
and obstetrics) required. Salary and conditions in accordance 
with Whitley Council scale. 

Applications, stating age, qualifications, and experience, 
together with names of 2 referees, to Group Secretary, South 
Cheshire Hospital Management Committee, Barony Hospital, 
Nantwich, Cheshire. 
CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
HEATH, SUSSEX. JUNIOR HOU SE SU RGEON (general surgery ). 
Pre- -registration post vacant now. Tenable 6 months. Health 
Service conditions. 

Applications, stating age, 











nationality, qualifications and 


experience, to the Group Secretary, Mid-Sussex Hospital 
Management Committee. A in 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 


HOUSE SURGEON required -on Surgical Unit of 78 Beds. 
Post recognised for F.R.C.S. examination and approved for pre- 
registration experience. 

Applications, stating age, qualifications, and experience, with 
copies of recent testimonials and the names of 2 referees, should 
he sent to the Secretary at above address. 


DONCASTER. WESTERN HOSPITAL. (Recognised 
under the Regulations for the D.Obst.R.C.O.G. and M.R.C.0.G 
(obstetrical experience) and approved for Pre-registration 
Service under the Medical Act, 1950.) Applications are invited 
for the post of OBSTETRICAL HOUSE OFFICER (Senior 
House Officer or pre-registration post), vacant late July. 

Applications should be forwarded to the Group Secretary, 

Doncaster Hospital Management Committee, at Doncaster 
Royal Infirmary, by 15th June. 
DOUGLAS, ISLE OF MAN. NOBLE’S ISLE OF MAN 
HOSPITAL. (160 Beds.) Applications are invited from registered 
medical practitioners with previous hospital experience, prefer- 
ably at a teaching hospital, for the post of SENIOR HOUSE 
SURGEON at this busy General Hospital. The Senior of 4 
House Officer posts. The post becomes vacant mid-June, and is 
suitable for candidate seeking further clinical experience and 
opportunity for reading for higher qualifications. Recognised 
for F.R.C.S. National Heaith Service salary and conditions of 
serviee. 

Applications, giving relevant particulars, and copies of 2 
recent testimonials, or names and addresses of 2 referees, should 
be forwarded to the Secretary, Noble’s Isle of Man Hospital, 
Douglas 








DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 
(160 Beds.) Applications invited for pre-registration post of 
HOUSE SURGEON. Salary in accordance with Whitley scale. 
4 residents on staff. Post. 1 now vacant. 

Apply to the Secretary, Noble’s Hospital, | Douglas, Isle of Man. 


DENBIGH. THE ag WALES HOSPITAL FOR 
NERVOUS AND MENTAL DISORDERS. JUNIOR HOSPITAL 
MEDICAL OFFICER or SENIOR HOUSE OFFICER required. 
Resident quarters for unmarried person available. The Hospital 
has modern treatment facilities, and is recognised by the Con- 
joint Board for the purpose of their D.P.M. examination. 

Applications, with names of 2 referees, to the Medical Super- 
intendent. 

8S. L. Frost, Secretary to the Management Committee. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds.) SENIOR HOUSE OFFICER (orthopedic), vacant Ist 
A Recognised for 6 months “ unspecified ” training for 

iaoty, giving full details and 2 names for reference, to 
Secretary. 
ort ng YORKSHIRE. EAST RIDING GENERAL 
HOSPITAL. (247 Beds.) SENIOR HOUSE OFFICER (Resident 
Surgical Officer), vacant June. Good genera] surgical experience. 
Recognised for F.R.C.S 

Applications to Westwood Hospital, 
Beverley, Yorkshire. 
DURHAM. COUNTY HOSPITAL. (116 Beds.) Resident 
HOUSE SURGEON required in Orthopedics and Casualty. 
Post recognised for pre-registration purposes. This post offers 
facilities for good and varied experience in a busy orthopedic 
and accident hospital which serves a wide mining and industrial 
area. 

. Apply, giving age, experience, and names of 2 referees, to the 
Group Secretary, Dryburn Hospital, Durham. 


Group Secretary, 


DURHAM COUNTY HOSPITAL. (116 Beds.) Senior 
HOUSE OFFICER in -Orthopeedics required immediately. 
Resident. The County Hospltel is the main Orthopedic and 
Accident Hospital in a busy mining and industrial area. Experi- 
ence can be obtained in all branches of orthopeedics. 

Applications, with particulars of previous experience and 
names of 2 referees, to Group Secretary, Dryburn Hospital, 
Durham. i 
EDGWARE GENERAL HOSPITAL. (702 Beds.) North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR 
(whole-time), resident, required in Department of Anesthesia 
at above Hospital which may be visited by direct appointment 
with Medical Director. 

Application forms obtainable from, and returnable to, Group 
Secretary, Edgware General Hospital, Edgware, Middlesex, by 
18th June, 1957. 

EDGWARE GENERAL HOSPITAL, Edgware; Middlesex. 
Locum MEDICAL REGISTRAR required immediately for an 
indefinite period at above Hospital. 

_Apply to Medical Director (telephone : EDGware 2381). 
EDINBURGH NORTHERN GROUP OF HOSPITALS. 
SENIOR HOUSE OFFICER required for Department of 
Radiotherapy, Western General Hospital, commencing on Ist 


July. 
Applications, with names of 2 referees, to the Medical Super- 
intendent, Western General Hospital, Edinburgh, 4. 


EDINBURGH. PRINCESS MARGARET ROSE ORTHO- 
PZDIC HOSPITAL. SENIOR HOUSE OFFICER (resident) 
required. Salary £819 10s. p.a., less £150 charge for emoluments. 

Apply immediately, with full particulars and names of 2 
referees, to the Secretary, Edinburgh Central Hospitals Board, 
1, Rillbank-terrace, Edinburgh, 9. 
CHASE FARM HOSPITAL, The Ridgeway, 
ENFIELD, MIDDLESEX. Locum MEDICAL _REGISTRAR 
required for general medical duties from Ist July, 1957, for 
period ‘of not less than 1 month. Non-resident appointment, 
but = be required to sleep in when on duty. Rate £19 5s. per 
week. 

Applications, with names and addresses of 2 referees, to Group 














ENFIELD. 


Secretary, Enfield Group Hospital Management Committee, 
Chase Farm Hospital. . 
EPPING. ST. MARGARET’S HOSPITAL. House 


SURGEON (pre- or post-registration) to very busy General 
Surgical Unit. Hospital within easy reach of Central London. 
Post vacant Ist July. 957. 

Applications, with copies of testimonials, including 1 from 

medical school, immediately to the Group Secretary, Epping 
Group Hospital Management Committee, ‘‘ Oak Cottage,”’ The 
Plain. Epping, Essex. 
EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. (308 Beds.) EPSOM GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for Whole-time REGISTRAR 
(general surgery) at above Hospital. Vacancy lst September, 
non-resident. Recognised for F.R.C.S. Previous surgical 
experience and higher qualificatiéns desired. Candidates are 
invited to visit Hospital by arrangement with Surgeon-Super- 
intendent. 

Forms of application (and stamped addressed envelope) may 
be obtained from Group Secretary, Epsom District Hospital, 
for completion and return by 22nd June, 1957. 


GLASGOW, E.3. ROBROYSTON HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER required. The work carried 
out consists mainly of tuberculous pulmonary disease, though 
substantial units exist for skeletal and urological tuberculosis. 
A small unit for acute respiratory diseases also exists, and there 
are units for non-tuberculous chest disease and for geriatrics. 
The post is non-resident, and conditions of service and salary are 
in accordance with Whitley Council regulations. 

Applications in writing should be made as soon as possible 
to the Physician-Superintendent. 
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GLASGOW, N.1. STOBHILLFGENERAL*HOSPITAL. 
Applications are invited for the post of HOUSE OFFICER in 
Aneesthetics (commencing ist August, 1957) and should be 
addressed to the Medical Superintendent, giving the names of 
2 referees. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
SENIOR HOUSE OFFICER in Casualty and Orthopedic 
Surgery required. Post recognised for F.R.C.S., and is vacant 
Ist July, 1957. Salary £819 10s. p.a., with deduction of £150 
p.a. for board, residence, &c. 

Apply to Group Secretary, Royal Halifax Infirmary, Halifax. 


HALIFAX. NORTHOWRAM HALL HOSPITAL. (108 
Beds.) SENIOR HOUSE OFFICER in Chest Diseases required. 
Post vacant Ist August, 1957. Duties include attendance at 
busy chest clinic at the Royal Halifax Infirmary and non- 
tuberculous chest ward work. This post offers excellent facilities 
for the study of chest diseases and experience is available with 
bronchoscopies and bronchograms. Salary £819 10s. p.a., with 
a deduction of £150 p.a. for board, residence, &c. 

Applications to be forwarded to the Group Secretary, Royal 

Halifax Infirmary, Halifax. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
(150 Beds.) Applications are invited for the pre-registration 
post of HOUSE SURGEON for general surgery and orthopedics 
in this busy well-equipped hospital which is the principal surgical 
hospital in the Hastings Group. Recognised by Royal College 
of Surgeons. House Officer staff of 4 

Applications, stating age, nationality, qualifications and 

experience, with copies of 2 recent testimonials, to the Adminis- 
trator of the Hospital. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds.) Applications are invited for the post of SENIOR HOUSE 
OFFICER (casualty and orthopedics) in this busy, well- 
equipped General Hospital. House Officer staff of 4. 

Applications, with copies of 2 recent testimonials, to the 
Hospital Administrator. 

HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds.) WEST WALES HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
pre-registration post of RESIDENT HOUSE OFFICER 
(medical) which will become vacant on Ist August, next. Salary 

and conditions of service as laid down by the Ministry of Health. 

Applications, stating age, qualifications, experience, nation- 

ality, with names and addresses of 3 referees, to the Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds.) WEST WALES HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
pre-registration post of RESIDENT HOUSE OFFICER 
(surgical) which will become vacant on Ist August, next. Salary 
and conditions of service as laid down by the Ministry of Health. 

Applications, stating age, qualifications, experience, nation- 
ality, with names and addresses of 3 referees, to the Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 

HAVERFORDWEST. PEMBiOKE COUNTY WAR 
MEMORIAL myn ITAL. (163 Beds.) WEST WALES HOSPITAL 

MANAGEMENT COMMITTEE. Applications are invited for the post of 
SENIOR HOU SE OFFICER (surgical) (recognised by the Royal 
College of Surgeons, and for Pre-registration Service) which 
will become vacant on Ist July, 1957. Salary and conditions of 
service as laid down by the Ministry of He . 

Applications, stating age, qualifications, experience, and 
nationality, with names and addresses of 3 referees, to the 
Group Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 

HERTFORD COUNTY HOSPITAL. (171 Beds. Hos- 
pital situated 21 miles from London.) Applications are invited 
for the appointment of HOUSE SURGEON (general, gynecology 
and obstetrics) first or second post. To commence 13th June, 
1957. Pre-registration post ; recognised under F.R.C.S. regulations. 

Applications to Group Secretary, Hertford Hospital Manage- 

ment Committee, County Hospital, Hertford, Herts. 


HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for 
appointment of RESIDENT HOUSE PHYSICIAN (Male or 
Female), second post held. Recognised pre-registration post. 
6 months appointment. Preference given to applicants who have 
held resident surgical or medica] posts in general hospital. 
Duties to commence 12th June, 1957. 

Applications to Group Geeoeiery. Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts. 


HILLINGDON HOSPITAL, Uxbridge, Middlesex. (621 
Beds.) 3 HOUSE SURGEONS required in General Surgery. 
(General and traumatic, general and gastro-enterology, general 
and genito-urinary.) All posts recognised for F.R.C.S. and for 
Pre-registration Service. 

Apply. together with copies of 3 recent testimonials, to 
Medical Director by 17th June. 
HITCHIN. NORTH HERTS HOSPITAL. House Surgeon 
required. Post vacant now. Recognised as pre-registration post. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to the 
Medical Administrator, Lister Hospital Hitchin, as soon as 
possible. 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required, to commence duty immediately. The 
post is recognised as a pre-registration appointment and for 
the F.R.C.S. Salary in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 

. J. JOHNSON, Secretary to the Management Committee. 
The Royal Infirmary, Huddersfield. 
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HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of RESIDENT JUNIOR HOUSE 
SURGEON (pre- or post-registration). Recognised for the 
F.R.C.S. examinations. Busy acute General Surgical Unit. 

Applications, with 2 recent testimonials, to the Hospital 
Secretary. oe ais 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (surgical), vacant 
mid-June. Post recognised for pre-registration purposes. 

Apply, with full particulars and names of 2 referees, to 
Secretary, County Hospital, Huntingdon. — eet 30%) 
HEMEL HEMPSTEAD, HERTFORDSHIRE. west 
HERTS HOSPITAL. HOUSE SURGEON (pre-registration) 
souemeee. 

Applications, giving full details and copies of recent testi- 
mon ials, should be sent to the Hospital Secretary at once. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of SENIOR HOUSE OFFICER (Resident Anesthetist). The 
post, which becomes vacant on Ist July, 1957. and is normally 
of n years duration, is recognised for the D.A. and the 
F.F.A.R.C.S. examinations. 

Applications, stating age and nationality, together with recent 
testimonials, to Hospital Secretary. a eet Bis beeen 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are mvited for the post 
of HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment, vacant on 23rd June, 1957. Approved pre-registration 
post. 

Applications, with copies of recent testimonials, to the 
Hospital Secretary. wae arti 
IPSWICH a EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE ‘SURGEON to the E.N.T. and Ophthalmic Depart- 
ments, now vacant. The post is recognised for pre-registration 
and for the D.L. O. examination. 

Applications, giving full particulars and copies of recent 

testimonials, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Heath 
ROAD WING, IPSWICH. (280 Beds.) Post of HOUSE SURGEON 
(pre-registration ), to 2 General Surgeons, vacant 2nd July, 1957. 
Recognised for R.C.S. examinations. 

Applications with full details, and recent testimonials to 
Hospital Secretary. a a 
KETTERING. ST. MARY’S HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER in 
Obstetrics and Gynecology at above Hospital. Post vacant now. 

Applic cations, giving particulars of qualifications and enclosing 

copies of 3 recent testimonials, to be sent to the Group Secretary, 
Kettering and District Hospital Management Committee, Genera) 
Hospital, Kettering, immediately. 
KETTERING AND DISTRICT GENERAL HOSPITAL, 
NORTHANTS. Applications are invited for the post of HOUSE 
SURGEON (pre- eopgeeation), vacant immediately. Post 
recognised for F.R.C 

Applications, stating age, experience and qualifications, 

together with copies of 3 recent testimonials, to be sent to the 
Group Secretary, Rothwell-road, Kettering. 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston 
UPON THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably qualified and 
experienced medical officers for the post of SENIOR HOUSE 
OFFICER (E.N.T.). The post, which is recognised for D.L.O. 
purposes, includes a small amount of relief duties in the Casualty 
Department and is available on 15th July, 1957. Resident or 
on a Duty Room basis. 

Applications, stating age, qualifications and experience, with 
2 recent testimonials, should reach the Physician-Superintendent 
of the Hospital within 10 days of the appearance of this 
advertisement. Sas 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston- 
ON-THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably qualified and 
experienced medical officers for the post of Full-time CASUALTY 
AND ORTHOPADIC REGISTRAR which is vacant now. 
The duties will be mainly in the Casualty Department, for the 
running of which he will be responsible, and will include duties in 
the Fracture and Ortho “ety: Departments. The successful 
candidate will be — to live in the Hospital, or occupy a 
duty room when on duty 

Forms of application are obtainable from the Group Secretary, 
35, Coombe-road, Kingston-on-Thames, and should be returned 
to him as soon as possible. Fa elk Sat ar: 
KING’S LYNN AREA HOSPITALS MANAGEMENT 
COMMITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER (casualty/orthopeedics, together with such 
other duties as may be required). Post recognised for F.R.C.S. 
Appointment for 1 year, vacant immediately. 

Applications, with names and addresses of 2 referees, to be 
forwarded immediately to the Group Secretary of the above 
Committee, c/o St. James’ Hospital, King’s Lynn, Norfolk. _ 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. 2 HOUSE SURGEONS. Posts vacant Ist July, 1957, 
and tenable for 6 months. Recognised as pre-registration posts 
and for F.R.C.S. 

Applications, stating age, nationality, qualifications, and 

experience, together with copies of 3 recent testimonials, to the 
Secretary of the Hospital by 24th June, 1957. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. OBSTETRIC AND GYNA®COLOGICAL HOUSE 
SURGEON. Post vacant Ist July, 1957, and tenable for 6 
months. Recognised as pre-registration midwifery post. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to the 
Secretary of the Hospital by 24th June, 1957. 
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LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- LINCOLN COUNTY HOSPITAL, Lincoln. Applications 
SHIRE. 2 HOUSE SURGEONS for Accident Service, including are invited for the post of pre-registration HOUSE PHYSICIAN 
Orthopedic Department, required Ist July, 1957. Recognised for the 6 months commencing Ist August. The successful 
as pre-registration posts and for F.R.C.S. and tenable for 6 candidate can, if he or she wishes, continue for a further 6 
months. months as pre-registration House Surgeon. 
Applications, stating age, nationality, qualifications, and Applications to Hospital Secretary. 


experience, together with copies of 3 recent testimonials, to the 
Secretary of the Hospital by ah June, 1957 

LUTON AND DUNSTABLE HOSP ITAL, Luton, Bedford- 
SHIRE. Locum ANESTHETIC. REGISTRAR required from 
Ist July, 1957, for about 2 months. 

Applications, giving usual particulars, to Secretary, Luton and 
Hitchin Group Hospital Management Committee, St. Mary’s 
Hospital, Luton, Beds. 

LEEDS REGIONAL HOSPITAL BOARD. 
vacancies. 
General Surgery 

Leeds A Group. Resident at St. James’s Hospital, 
(140 general surgical beds). 1 of 2 similar posts. 
Psychiatry 

Menston Hospital, near Leeds (2500 Beds). If desired 
facilities for attendance at Leeds University will be provided if 
the successful candidate is studying for the D.P.M 
Otolaryngology 

uddersfieid and Halifax Groups. 
candidate to reside in Huddersfield. 
ship and the D.L.O. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade$ Harrogate, by 13th June, 1957. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. 2 REGISTRARS in Pathology 
required, 1 with special reference to hematology and internal 
medicine, the other with special reference to surgical pathology 
and to work in conjunction with the Departments of Clinical 
Medicine and Surgery. Both posts tenable for a maximum period 
of 2 years. Terms and conditions of service for hospital] medica] 
staff apply. 

Applications, stating age, qualifications, previous posts with 
dates, and 3 names for reference, should be sent to the Sub- 
Dean, School of Medicine, Leeds, 2, as soon as possible. 
LEICESTER ISOLATION HOSPITAL. AND CHEST 
UNIT. (328 Beds.) Locum SENIOR HOUSE OFFICER 
(surgical) required ; post vacant immediately ; remuneration 
£15 19s. per week. Experience will be gained in all branches of 
thoracic surgery. 

Applications, stating age, qualifications, experience, &c., and 
copies of 2 recent testimonials, to the Department ot Thorac ic 
Surgery, Leicester Isolation Hospital and Chest Unit, Groby- 
road, Leicester. rial ene oe 
LEICESTER. TOWERS MENTAL HOSPITAL. 
Beds.) Applications are invited for the whole-time 
JUNIOR HOSPITAL MEDICAL OFFICER. 
£55-£1182 10s. There is ample opportunity for experience in all 
branches of psychiatry including outpatient work and the 
Hospital is recognised for D.P.M. experience. Facilities for post- 
graduate training exist at Sheffield University. Resident accom- 
modation is not available. Candidates must have completed 
their service with H.M. Forces. 

Applications, giving age, nationality, and full details, with the 
names of 2 referees, to be sent to the Medical Superintendent as 
soon as possible. 

LICHFIELD (near). ST. MATTHEW’S HOSPITAL, 
BURNTWOOD, LICHFIELD, STAFFS. (1330 mental beds.) BURTON- 
ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. JUNIOR 
HOSPITAL MEDICAL OFFICER (psychiatry) required. 
Resident accommodation available. Facilities for taking a 

.P.M. Course at Birmingham University. 

Applications, with 2 references, to the Medical Superintendent. 
LIVERPOOL, 9. AINTREE HOSPITAL. Fazakeriey 
GROUP OF HOSPITALS MANAGEMENT COMMITTEE. RESIDENT 
SENIOR HOUSE OFFICER (surgical). Applications are 

The Hospital 


Registrar 


Leeds 


Non-resident. Successful 
Recognised for the Fellow- 


(1168 
post of 
Salary £852 10s.— 








invited from registered medical practitioners. 
is for the treatment of pulmonary and non-pulmonary tuber- 
culosis, and is a main centre for thoracic surgery and has an 
Orthopedic Department. Salary will be in accordance with 
terms and conditions of service i hospital medical staff. 
Applications, endorsed ‘‘ Resident Senior House Officer 
to he snhmitted immediately to the Physician- fn 


LIVERPOOL, 9. AINTREE HOSPITAL. 
GROUP OF HOSPITALS MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (medical). Applications are 
invited from registered medical] practitioners The Hospital 
is for the treatment of pulmonary and‘ non- pulmonary tuber- 
culosis and is a main centre for thoracic surgery and has an 
Orthopeedic Department. Salary will be in accordance with 
terms and conditions of service for hospital medical staff. 
Applications, endorsed ‘‘ Resident Senior House Officer,’’ 
to be submitted immediately to the Physician-Superintendent. 


LIVERPOOL, 6. NEWSHAM GENERAL HOSPITAL. 
(1300 Beds.) Applications are invited from medical practitioners 
for the following appointments which may be resident or non- 


resident 
OFFICER 








Fazakerley 
RESIDEN 


SENIOR HOUSE 
July. 

HOUSE PHYSIC IAN (pre-registration), vacant August, 1957 

Applications to the Physician-Superintendent at the Hospita) 
as soon as possible. uae Se \ 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
DAVID LEWIS NORTHERN HOSPITAL. Applications are invited 
for a post of Locum SENIOR REGISTRAR in Surgery to take 
up duty as soon as possible for the period to 30th September, 
1957 

Apply immediately on form obtainable from the Secretary, 
The United Liverpool Hospitals, 80, Rodney-street, Liverpool, 1. 


(general medicine), vacant 





MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
SENIOR HOUSE SURGEON in the E.N.T. Department of the 
above Hospital. Post vacant Ist August, 1957. There are 55 
E.N.T. beds and 6 specialist operating sessions each week. 
Valuable experience is available, and the post is recognised for 
the purpose of the F.R.C.S. and the D. Salary will be 
£819 10s. a year, less £150 a year for residential emoluments. 

Applications to the Administrative Officer, Kent County 
Ophthalmic and Aural Hospital, Maidstone, Kent. 
MAIDSTONE. PRESTON HALL HOSPITAL, British 
LEGION VILLAGE, MAIDSTONE, KENT. Applications are invited 
for the post of SENIOR HOU SE ‘OFFIC ER at the above Hos- 
pital, which contains 330 Beds for treatment of pulmonary 
tuberculosis and other chest diseases and includes a major 
Thoracic Surgical Unit. Candidates should have had experience 
in general medicine and in the treatment of pulmonary tubercu- 
losis in adults. Salary £819 10s. p.a., national scale and conditions. 

Applications, stating age, qualific ations and experience with 
relevant dates, together with names and addresses of 2 referees, 
to be sent to the Group Secretary by 22nd June, 1957. 


MANCHESTER. BOOTH HALL CHILDREN’S HOS- 
PITAL, BLACKLEY, MANCHESTER, 9. RESIDENT SURGICAL 
OFFICER (Registrar) required. Post vacant 23rd June, 1957. 
3-roomed furnished flat available if required. Hospital is part 
ef University Department of Child Health, carries out under- 
graduate teaching, and is recognised for D.C.H. 160 active 
surgical beds including all branches except thoracic surgery. 
Patients admitted from birth to 16 years 

Applications to Group Secretary, together with names of 2 

referees, as soon as possible. 
MANCHESTER, 19. DUCHESS OF YORK HOSPITAL 
FOR BABIES. SOUTH MANCHESTER HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER required for 12 
months commencing 8th July. Post is senior of 3. D.C.H. or 
M.R.C.P. an advantage but not essential. The Hospital is 
associated with = University Department of Child Health for 
teaching purpose: 

Applications, with full details together with the names of 
2 referees, the Group Secretary, Withington Hospital, 
Manchester, 20. 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. WITHINGTON 
HOSPITAL, MANCHESTER 20. The Board invites applications for 
the post of REGISTRAR in Pathology, Group Laboratory, 
Withington Hospital (1088 Beds). The laboratory is recognised 
for the D.Path examination, and facilities are available for 
training in all branches of clinical pathology. 

Applications, stating age, qualifications present post, experi- 
ence and names of 2 referees, to be forwarded to the Group 
Secretary. Withington Hospital. Manchester, 20. 
MANCHESTER REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR in E.N.T. Surgery _in the South Manchester 
Group of hospitals, mainly at Wythenshawe Hospital], the 
Manchester Ear Hospital and the Manchester Hearing Aid 
Clinic. Arrangements may later be made for the person appointed 
to transfer to the United Manchester Hospitals (Manchester 
Royal Infirmary, &c.). 

Application forms, obtainable from the Senior Administrative 
Medical Officer of the Board, C —_ road, Manchester, 8, 
should be returned by 24th June, 57. 








MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. REGIS- 
TRAR in the Department of Hematology, vacant on Ist 
October, 1957. Whole-time non-resident appointment for 12 
months, renewable. The post is mainly clinical in character, 
involving ward and general outpatient clinic duties. 

Application form obtainable from the undersigned, to be 
returned by 22nd June, 1957. G. H. TAYLOR, Secretary. 
MANCHESTER VICTORIA MEMORIAL JEWISH HOS- 
PITAL. (Non-sectarian—104 Beds.) Applications are invited for 
the resident post of Locum Tenens SENIOR HOUSE OFFICER 
in Surgery. Vacancy now until mid-August. 

Applications, with names of 2 referees, by 17th June, 1957, to 
Group Secretary, North Manchester Hospital Management 
Committee, Crumpsall Hospital, Manchester, 8. 
MANCHESTER. WEST MANCHESTER pent bho 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYH 
(General Hospital—433 Beds.) SENIOR HOUSE OFFICE ER 
(non-tuberculous thoracic surgery) required for Manchester 
Regional Hospital Board Centre. Post vacant Ist July. 

Application forms from Secretary. 

MANCHESTER. ——" MANCHESTER papctnhden 

MANAGEMENT COMMITTE PARK HOSPITAL, DAVYHULME. 

(General Hospital—433 Beds. ) SENIOR HOUSE PHYSIC IAN 

(peediatrics) required for mid-August. Previous experience 

essential. There is a Midwifery Unit of 73 Beds and a Pediatric 

—— includes 10 thoracic surgical beds. Recognised for 
r.C 








Application forms from Secretary. 
MANCHESTER, 23. WYTHENSHAWE HOSPITAL. 
SOUTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited for the post of RESIDENT CLINICAL 
PATHOLOGIST (Senior House Officer grade) at the above 
Hospital, vacant on 22nd July. Facilities are available for 
experience in all branches of pathology. 

Applications, with full details, together with the names of 2 
referees, to be forwarded to the Group Secretary, Withington 
Hospital, Manchester, 20. 
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MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the post of 
SENIOR HOUSE OFFICER (medical) at Withington Hospital. 

Details of previous experience and names of 2 referees, should 

be forwarded immediately to the Group Secretary at the above 
address. 
MARGATE. GENERAL HOSPITAL. (132 Beds.) House 
SURGEON. Approved pre-registration post. Salary at the 
rate of £467 10s.—-£577 10s. p.a., according to experience, less 
£125 for residential emoluments. 

Applications, with copies of testimonials, to Hospital Secretary. 
MEXBOROUGH. MONTAGU HOSPITAL AND 
ANNEXE. (198 Beds—-22 obstetrics, 15 gynecology.) Locum 
SENIOR HOUSE OFFICER (obstetrics and gynecology) 
required immediately. Residential emoluments £150 p.a. 
Applications to Secretary, Hospital Management Com- 
mittee, “‘ Fern Bank,’’ Doncaster-road, Rotherham. 
MEXBOROUGH. MONTAGU HOSPITAL (168 Beds) 
AND SANDYGATE HOUSE ANNEXE (30 Beds). Locum SENIOR 
HOUSE OFFICER (casualty and orthopedics). Residential 
emoluments £150 p.a. 

Applications to the Secretary, Hospital Management Com- 
mittee, ‘‘ Fern Bank,’’ Doncaster-road, Rotherham. 
MITCHAM JUNCTION, SURREY. WANDLE VALLEY 
HOSPITAL. RESIDENT MEDICAL OFFICER (Senior House 
Officer grade), vacant 9th August. The Hospital contains 
152 Beds for infectious diseases and geriatric cases. 

Applications, stating age, qualifications and experience, with 
the names of referees, should be sent to the Group Secretary, 
St. Helier Hospital, Carshalton, Surrey. 

MORECAMBE. QUEEN VICTORIA HOSPITAL. Senior 
HOUSE OFFICER (obstetrics and gynecology). Post vacant 
early June. 

Applications, with names of 2 referees, to Group Secretary, 

Royal Lancaster Infirmary. 
NEWCASTLE GENERAL HOSPITAL. (838 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (general medicine), vacant Ist 
September, 1957. The successful candidate will have opportunity 
for clinical experience in inpatient and outpatient work, including 
a diabetic clinic 

Applications should be addressed to the Secretary, Newcastle 
General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
together with the names and addresses of 2 referees, not later 
than 13th July, 1957. ra a ae 
NEWCASTLE REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR PSYCHIATRIST (whole-time), Newcastle Gen- 
eral Hospital, Department of Psychological Medicine. This 
department is the principal undergraduate and_ postgraduate 
teaching department in the Newcastle region and is under the 
direction of the Professor of Psychological Medicine. The 
appointment is for a period of 4 years subject to review annually. 
The person appointed, depending on previous experience, may 
be required to spend up to 2 of the 4 years in 1 of the Regional 
Hospital Board’s mental hospitals. To reside in Newcastle upon 
Tyne. Further particulars from Regional Psychiatrist. 

Applications, with names and addresses of 3 referces, to 
Regional Psychiatrist, Regional Hospital Board, Benfield-road, 
Newcastle upon Tyne, 6, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR SURGEON (whole-time), Tees-side Group of hospitals. 
Main Hospital Stockton and Thornaby (130 Beds). Single 
accommodation available. Post recognised for F.R.C.S. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Newcastle Regional Hos- 
ry: Board, Benfield-road, Newcastle upon Tyne, 6, within 

4 days. a 
NEWCASTLE REGIONAL HOSPITAL BOARD. Special 
AREA OF CUMBERLAND AND NORTH WESTMORLAND. REGIS- 
TRAR in Ophthalmology. Main duties at the Cumberland 
Infirmary, Carlisle, also duties at the Dumfries and Galloway 
Royal Infirmary. Single accommodation at Cumberland 
Infirmary. : 

Applications, with names of up to 3 referees, to Senior Adminis- 

trative Medical Officer, 72, Warwick-road, Carlisle, within 14 
days. 
NORTHAMPTON GENERAL HOSPITAL. (482 Beds.) 
Immediate vacancy for SENIOR HOUSE OFFICER or for 
HOUSE OFFICER (Casualty Department), to work in con- 
junction with another Casualty Officer. Recognised for F.R.C.S. 
and (junior post) for medical pre-registration. Appointment to 
30th September, 1957, or to 3lst March, 1958, according to 
arrangement at interview. 

Applications to S. C. HtLL, Superintendent. 

NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. SENIOR REGISTRAR in Mental Deficiency 
(house or single quarters available), Royal Eastern Countics 
Hospital, Colchester, Essex (1700 Beds). Candidates must hold 
D.P.M. or equivalent. Full opportunities for experience and 
instruction in all aspects of mental deficiency. The Hospital bas 
a fully equipped Research Department. Appointment subject 
to annual review. 

Further particulars and application forms from Secretary, 
North East Metropolitan Regional Hospital Board, 11a, Port- 
land-place, W.1, to be returned by 22nd June. 
NOTTINGHAM GENERAL HOSPITAL. (441 Beds. 
Recognised for training for F.R.C.S.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT or NON-RESIDENT 
CASUALTY REGISTRAR required. ‘This busy department 

rovides excellent experience. Appointment for 1 year in first 

stance. 





Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 17th June, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
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NOTTINGHAM GENERAL HOSPITAL. Applications 
invited for CLINICAL PATHOLOGIST (Senfor House Officer 
grade), duties to commence end of July. Previous experience in 
pethesay not essential. Opportunities for training in all 

ranches of clinical pathology are afforded in a department 
serving over 1200 Beds. 

Applications, stating age, qualification, experience, nationality 
and names and addresses of 3 referees, to be sent to the Group 
Secretary by the end of June. 

NOTTINGHAM GENERAL HOSPITAL. Resident Pre- 
registration HOUSE PHYSICIANS required 31st July. 

Applications, stating age, qualifications and nationality, 
together with copies of testimonials, to be sent to the Group 
Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Resident pre- 
registration or registered HOUSE SURGEONS required 
early June, 30th June and 31st July. 

Applications, stating age, qualifications and nationality, 
together with copies of testimonials, to be sent to the Group 
Secretary. 
NOTTINGHAM. HEATHFIELD HOSPITAL, Hucknall- 
road, NOTTINGHAM. (Infectious Diseases.) Resident Locum 
MEDICAL OFFICER (Male cr Female) required for holiday 
ob of 8 weeks commencing 9th July, 1957. Junior Hospital 

edical Officer rate of £19 5s. per week, less residential emolu- 
ments. Previous fever experience not essential. 

Applications, with copies of 2 recent testimonials, as soon as 

possible to Physician-Superintendent. 
NOTTINGHAM. HIGHBURY HOSPITAL, Bulwell, 
NOTTINGHAM. SENIOR HOUSE OFFICER (surgical) required. 
Duties to commence on 24th June, 1957. Good opportunity for 
suitable candidate to gain experience in operating. This post 
is an_ excellent one for candidate who wishes to sit for Final 
F.R.C.S. examination in the near future. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Secretary. 
ORPINGTON HOSPITAL, Orpington, Kent. Resident 
HOUSE PHYSICIAN. Approved pre-registration appointment 
to Geriatric Department of General Hospital. Post now-vacant 
offers sound experience in investigation and treatment of acute 
and chronic conditions in the elderly. 

Applications, with copies of 2 recent testimonials, to Physician- 
Superintendent. 
OSWESTRY. 





ROBERT JONES AND AGNES HUNT 
ORTHOPZDIC HOSPITAL. 2 REGISTRARS in Orthopeedics, 
resident or non-resident. Experience specialty and higher 
surgical qualification desirable. 

Application forms from Secretary to be returned by 17th June, 

1957. Candidates may visit Hospital. 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
(resident ) in Obstetrics and Gynecology to the High Wycombe; 
Amersham Group of hospitals. The appointment will be for 
1 year and eligible for a second year subject to satisfactory 
service. 

Application forms obtainable from the Secretary, Registrar 

Committee, 43, Banbury-road, Oxford, must reach him by 
15th June. 
OXFORD. UNIVERSITY OF OXFORD. UNITED 
OXFORD HOSPITALS. Applications are invited for the whole-time 
post of SENIOR REGISTRAR in General Medicine. The 
appointment will be for 1 year in the first instance and eligible 
for extension to the normal tenure. Applicants must hold a 
higher medical qualification. 

Applications, on forms obtainable from the Secretary, Regis- 
trar Committee, 43, Banbury-road, Oxford, should reach him 
by 22nd June. 

PLYMOUTH. MOUNT GOLD ORTHOPEADIC HOS- 
PITAL. SENIOR HOUSE SURGEON for the Orthopedic 
Hospital and Fracture Service, centring on Mount Gold Hospital 
and associated hospitals. Post recognised by the R.C.S. 

&e., 





Applications, stating age, qualifications with dates, 
and with copies of 2 recent testimonials, to be forwarded to the 
Secretary. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. 

HOUSE SURGEON (pre-registration post), vacant 23rd July, 
1957. Recognised for the F.R.C.S. Freedom Fields Section. 

HOUSE SURGEON (pre-registration post), vacant Ist July, 
1957. Recognised for the F.R.C.S. Devonport Section. 

HOUSE SURGEONS (pre-registration posts), vacancies 
1st and 5th July, 1957. Recognised for the F.R.C.S. Greenbank 
Road Section. 

Applications, stating age, nationality, and experience, with 
names of 3 referees, to be sent to the undersigned as soon 
as possible. . 

F. Haun, Deputy Group Secretary, Plymouth, 

South Devon and East Cornwall General Hospital Group. 

7. Nelson-gardens, Stoke. Plymouth. 

POOLE GENERAL HOSPITAL, Dorset. Bournemouth 
AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the appointment of HOUSE SURGEON 
(pre-registration). The post, which becomes vacant on Ist 
July, is recognised for the F.R.C.S. and F.R.C.S.E. 

Applications to the Hospital Secretary. 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post, vacant now, of 
ANASTHETIC REGISTRAR in the Portsmouth Group, main 
duties at Suint Mary's Hospital. 5 Consultant Anesthetista 
proces > the Group, and the post is recognised for the 


Forms of application may be obtained from the Group 
Secretary, Saint Mary's Hospital, Portsmouth, which ehould be 
returned to him duly completed on or before 17th June, 1957. 
Canvassing will disqualify. Candidates may visit the above 
Hospital by arrangement with the Group Secretary. 

















THE LaNceET] 





THE LANCET GENERAL ADVERTISER 


[June 8, 1957 





PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. PORTSMOUTH GROUP OF HOSPITALS. ANZS- 
THETIST (Senior House Officer grade). Main duties at the 
Royal Portsmouth Hospital. Recognised for the F.F.A.R.C.S. 
Vacant Ist August, 1957 

Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be forwarded as 
soon as possible to E. H. Hurst. 

Saint Mary’s Hospital, Milton-road, Portsmouth. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 

Queen Alexandra Hospital (87 surgical beds) 

HOUSE SURGEON (pre-registration), vacant end of June. 

Infectious Diseases Hospital 

SENIOR HOUSE OFFICER required with duties also on the 
tuberculosis wards and the poliomyelitis diagnostic and respira- 
tory centre. Vacant now. 

Chest Services of the Portsmouth Group 

SENIOR HOUSE OFFICER, vacant now. 

Applications, stating age, experience, and qualifications, 
together with the names of 2 referees, should be forwarded as 
soon as possible to E. H. Hurst. 

Saint Mary’s Hospital, Milton-road, Portsmouth. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Apotostions are invited for the post of RESIDENT 
SURGICAL OFFICER (Registrar grade), with duties ay A 
the Royal Portsmouth Hospital. Vacant 16th September, 1957. 
Recognised for the F.R.C.S. 

Forms of coq, mer be obtained from the Group 
Secretary, Saint Mary’s Hospital, Portsmouth, which should be 
returned to him duly completed on or before 17th June, 1957. 
Canvassing will disqualify. Candidates may visit the above 
Hospital by arrangement with the Group Secretary. 
PONTYPRIDD AND RHONDDA HOSPITAL MANAGE- 
MENT COMMITTEE. 

East Glamorgan Hospital, Church Village, near 
Pontypridd (316 Beds and large Outpatient Department. 
Committee’s Base Hospital serving population of 174,000. 
peccwes for D.Obst.R.C.0.G., F.R.C.S., D.C.H., 

SENIOR HOUSE 
vacant on 26th Ju 

SENIOR HOUSE ‘OFFIC ER (ansesthetics), 
lst August, 1957 

SENIOR HOUSE OFFICERS 
Ist August, 1957 

SENIOR HOU SE OFFICER 
lst augue, 57. 

2 HOUSE OFFIC ERS (medicine 


gHOUSE OFFICER (pediatrics), 
4 HOUSE OFFICERS (surgery) (to include duties at Porth 


= District Hospital), to commeace Ist August, 1957. 
2 HOUSE OFFICERS (obstetrics), to commence Ist August, 





‘a¥ric YER (obstetrics and gynecology), 
to commence 
(medicine), to commence 
(peediatrics), to commence 
, to commence Ist August, 


os to commence ist August, 


1957. 
Liwynypia Hospital, Liwynypia, Rhondda (50 acute 
medical beds: geriatric beds: serving area population 
ot 112,000) 
SENIOR HOUSE OFFICER (medicine), to commence 


lst August, 1957. Person appointed will have part responsibility 
for the Group Infettious Diseases Hospital. 

HOUSE OFFICER (medicine), to commence 1ith August, 
1957. To also undertake duties at the Group Infectious Diseases 
Hospital when re quired. 

Applications, stating age, qualifications and experience, 

together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Courthouse-street, Pontypridd. 
PERTH. COUNTY AND CITY OF PERTH GENERAL 
HOSPITALS. The post of HOUSE OFFICER (gynecology and 
obstetrics) will fall vacant on Ist August, 1957. This post 
consists of 6 months gynzcology at Bridge of Earn Hospital, 
followed by 6 months obstetrics at Perth Royal Infirmary. 
Both posts are recognised for Pre-registration Hospital Service 
and by the Royal College of Gynecologists under regulations for 
M.R.C.0.G. Obstetrics post at Perth Royal Infirmary is also 
recognised for the Diploma in Obstetrics of the Royal College of 
Gynecologists. 

Applications, giving details of age, qualifications, experience. 

and the names of 2 referees, should be sent to the Group Me sdical 
Superintendent, Perth Roy al Infirmary, Perth. 
REABING —o DISTRICT HOSPITAL MANAGEMENT 
COMM Appiootion are invited for the post of RESIDENT 
SENIOR. "HOU E OFFICER (area Accident and Orthopedic 
Department), vacant immediately. Recognised for F. . 
puties including work in area Casualty Department at Battle 
Hospital, Reading (300 Beds). Person appointed will work with 
] itrar and House Officers. 

wine Ply, statiz — See. present post, and qualifications 

r with names of 2 referees, to Group Secretary, 
3, Craven- whee poo 
READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER for E.N.T. Depart- 
ment, Royal Berkshire Hospital, Reading (40 Beds). Post recog- 
nised for D.L.O. 

Aoemeeene, stating age, nationality, experience and qualifi- 
cations, together with names of 2 referees, should be sent to 
Group Secretary, 3, Craven-road, Reading. 

READING. BATTLE HOSPITAL. (391 Beds.) Applica- 











tions are invited from registered medical ne for the 
post of RESIDENT JUNIOR HOUSE 
Accident and Orthopedic Department. 
ately. F.R.C.S. recognised. 
Apply, stating age, 
resent post, with 1 
retary. 


SURGEON in the 
Post vacant immedi- 
Also casualty duties. 
qualifications with dates, nationality, 
copy of recent testimonial, to Hospital 








READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYNAECOLOGY. (100 Beds.) Applications 
are invited from registered medical practitioners for the resident 
post of HOUSE SURGEON to the above Department. The 
appointment, which is vacant on Ist July, 1957, is for 1 year, 
with 6 months gynecology at the Royal Berkshire Hospital, 
and 6 months in the Maternity Unit at Battle Hospital. Both 
appointments are recognised for the Diplomas of the Royal 
College of Obstetricians and Gynecologists. 

Write, stating age and qualifications with dates, nationality, 
and present post, with copy of 1 recent testimonial, to Secretary, 
Royal Berkshire Hospital, Reading. 

REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY. SENIOR HOUSE OFFICER (Male), 
mainly surgical. Post vacant immediately. 

Apply to the Hospital Secretary. 

REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY. HOUSE SURGEON (Male). Appoint- 
meut recognised for pre-registration training, fully-registered 
candidates may apply. 

_ Applications to Hospital Secretary. 

RICHMOND. = JOHN OF GOD'S HOSPITAL, Scorton, 
RICHMOND, YORKSHIRE. Immediate vacancy for Male JUNIOR 
HOUSE oo? AL OFFICER. Whitley scale. 

Apply, Rev. Prior. 

ROCHDALE INFIRMARY. Senior House Officer (anws- 
thetics) required. 

Applications, with names and addresses of 2 referees and full 
particulars, to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale, Lancs, as soon as possible. 


ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appointment 
of RESIDENT CLINICAL PATHOLOGIST (Senior House 
Officer grade) in the Department of Pathology of the Rochdale 
Group of hospitals. The duties will consist mainly of clinical 
pathology, also general and emergency work and supervision 
of Lee —— banks. Previous pathology experience is not 
essentia! 

Applications, giving usual particulars and names and addresses 
of 2 referees, to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale, Lancs, at once. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (resident or non-resident ) 
required for duties in the Casualty Department. 


Available for 
Male or Female applicants. 








This is a large General Hospital 
with specialised departments dealing with all types of acute 
medical and surgical cases. The post affords good opportunity 
for gaining tuition and experience. 

Applications should be forwarded immediately to the Group 

Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds. ) ORTHOPAEDIC HOUSE SURGEON (resident ) required 
in the Orthopedic and Accident Unit from 17th June, 1957. 
The service consists of 100 beds equally —, between traum- 
atic surgery and “‘ cold ” orthopedics. Post is recognised for 
pre-registration purposes and for F.R.C.S. 

Applications to be sent to Group Secretary, Romford Hospital 
Management Committee, Oldchurch Hospital, as soon as possible. 


ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male) required immediately. 
(Not pre-registration appointment.) 

Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford. irae 
ROTHERHAM. MOORGATE GENERAL HOSPITAL. 
(35 ds.) SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
Pee eNT REGISTRAR (obstetrics and gynecology ) required. 
a EE for 1 year in first instance. 

Apply to secrete: Sheffield Regional Hospital Board, Old 
Weawsen-need Sheffield, by 17th June, 1957, giving age, 
nationality, qualifications, present and previous ofpeinianents 
with dates, naming 3 referees. ‘ RY ae 
RAMSGATE. GENERAL HOSPITAL. (101 Beds.) 
SENIOR HOUSE OFFICER (surgical). Recognised for 
F.R.C.S. and D.A. Salary £819 10s. p.a., less £150 for resi- 
dential emoluments. 

Applications, with copies of testimonials, to Hospital Secretary. 
RHYL. ROYAL ALEXANDRA HOSPITAL. (138 Beds.) 
Applications are invited from pre-registration or registered 
medical practitioners for the post of HOUSE SURGEON. 
a — le for 6 months as from 4th August, 1957. Recognised 
‘or F 

Applications, with 2 testimonials, to be sent forthwith to 
Group Secretary, Clwyd and Deeside ~ ce’ Management 
Committee, “‘ Rhianfa,” Russell-road, Rhy 
RHYL. ROYAL ALEXANDRA ‘Wosprrat. as 8 Bede. 
Applications are invited from pre- registe: 
medical practitioners for the pest of HOUSE. PHYSICIAN. 
Post tenable for 6 months as from 15th July, 1957. 

Applications, with 2 testimonials, to be sent forthwith to 

Group Secretary, C wyd and Deeside Hospital Management 
Committee, ‘‘ Rhianfa,”” Russell-road, Rhyl. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY. Applications invited for the post of HOUSE 
OFFICER (tenable for 6 months) or SENIOR HOUSE 
OFFICER (tenable for 12 months).in the Department of Neuro- 
logical Surgery. Vacant on 15th July, 1957. Previous experience 
in medical or surgical neurology welcome but not essential. 
Intending Physicians as well as Surgeons m nay apely for this post, 
offers wide experience in neurological meth and diagnosis. A 
pre-registration candidate, if successful, would be required to 
undertake duties in the Casualty Department. 

Applications, with full details and pemnes of 3 referees, to 
Superintendent, Royal Infirmary, Sheffield, 6, immediately. 
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SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS 
BOARD OF GOVERNORS AND SHEFFIELD REGIONAL HOSPITAL 
BOARD. Reciprocal Training Scheme for Senior Registrars. 
Whole-time SENIOR SURGICAL REGISTRAR required. 
Initial tenure at Derbyshire Royal Infirmary (133 general 
surgical beds). Possession of a higher surgical qualification 
desirable. Appointment for 1 year in first instance and renewable 
thereafter annually. Incumbent will be transferred to the 
Teaching Hospitals for the second phase of the appointment 
in accordance with arrangements under the Reciprocal Training 
Scheme. Renewal of appointment and transfer to the Teaching 
Hospitals will be subject to satisfactory work and progress. 

Further details from the Senior Administrative Medical 
Officer, Sheffield Regional Hospital Board, Old Reece: road, 
Sheffield, 10. Forms to be returned by 17th June, 195 


SHEFFIELD. UNITED SHEFFIELD NOSPITALS 
BOARD OF GOVERNORS AND SHEFFIELD REGIONAL HOSPITAL 
BOARD. Reciprocal Training Scheme for Senior Registrars. 
Whole-time SENIOR REGISTRAR in Obstetrics and Gynzco- 
logy required. Initial tenure at Leicester Royal Infirmary (492 
Beds). Appointment for 1 year in first instance and subject. to 
satisfactory work and progress, renewable thereafter annually. 
Incumbent will proceed to the Jessop Hospital for Women, 
Sheffield, for the second period of the appointment in accord- 
ance with the arrangements under the Reciprocal Training 
Scheme. 

Further details and form of application 
Administrative Medical Officer, Sheffield 
Board, Old Fulwood-road, Sheffield, 10. 
by 24th June. 

SHEFFIELD. CITY GENERAL HOSPITAL. 
SHEFFIELD REGIONAL HOSPITAL BOARD. 
MEDICAL REGISTRAR required. 
Infirmary, Sheffield. Experience in neurology will be considered 
an advantage. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 17th June, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR REGISTRAR in Obstetrics and Gynecology 
(transitional appointment) required at the City General Hospital, 
Sheffield, for 1 year in first instance. There are 106 obstetric 
and 42 gynecological beds including a Professorial Unit at this 
Hospital. Applications invited from Senior Registrars in 
Obstetrics and Gynecology in their fourth or subsequent years 
and from those who held such posts for 3 years or more but 
vacated them after Ist January, 1951. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwsea- road, Sheffield, by 17th June, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SALFORD ROYAL HOSPITAL. 
AGEMENT COMMITTEE. Applications invited for the post of 
SENIOR HOUSE OFFICER in General Surgery (Assistant 
Resident Surgical Officer) vacant July, 1957. This post is 
recognised for the F.R.C.S., and tenable for 1 year. 

Applications, with names and addresses of 2 referees, to the 
Secretary, Salford Royal Hospital, Chapel- street. Salford 3. 


SALFORD ROYAL HOSPITAL. Salford Hospital Manage- 
MENT COMMITTEE. Applications invited for the appointment of 
SENIOR HOUSE OFFICER (Orthopedic and Casualty Depart- 
ments), resident. Post vacant July, 1957. Recognised for 
F.R.C.S. Gives opportunity for emergency surgery. 
Applications, with copies of 3 recent testimonials, 
Secretary, Salford Royal Hospital, Chapel-street, Salford, 


SCOTLAND. EASTERN REGIONAL HOSPITAL 
ROARD. Radiodiagnosis. DUNDEE TEACHING HOSPITALS. Appli- 
eations are invited for an appointment as SENIOR REGIS- 
TRAR in Radiodiagnosis at Dundee Royal Infirmary (534 Beds), 
the main general teaching hospital associated with the University 
of St. Andrews. Salary and conditions of service in acc ordance 
with national agreement. 

Forms of application and further particulars from the Secretary 
to the Board, 430, Blackness-road, Dundee, with whom applica- 
tions must be lodged not later than 22nd June, 1957. 


SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the whole-time post of 
REGISTRAR in Orthopedic Surgery. The main duties are at 
Raigmore Hospital, Inverness. 

Schedules of application and further particulars are obtainable 
from the undersigned, with whom applications should be lodged 
by 24th June, 1957. A. M. FRASER, M.D., 

Secretary and Administrative Me dical Officer. 
Northern Regional Hospital Board, 

Raigmore, Inverness. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint 
ments, which will be for 1 year in the first instance :— 

SENIOR REGISTRAR in Medicine based at the 
and Galloway Royal Infirmary, Dumfries 

SENIOR REGISTRAR in Aneesthetics based at the Victoria 
Infirmary, Glasgow. with duties within the Victoria Group and 
also at Hairmyres Hospital, East Kilbride. 

SENIOR REGISTRAR in Hematology based at the Royal 
Infirmary, Glasgow. 

REGISTRAR in 
Mental Hospital, 

REGISTRAR in 
Hospital, Glasgow. 

REGISTRAR in 
Hospital, Glasgow. ; 

Applications (12 copies), stating date of birth, qualifications, 
experience. present appointment, and the names of 3 referees, 
to reach the Secretary. Western Regional Hospital Board, 
Glasgow, C.2, by 22nd June, 1957. 


from the Senior 
Regional Hospital 
Forms to be returned 


(652 Beds.) 


Whole-time RESIDENT 
Duties also at Fir Vale 


Salford Hospital Man- 








to fan 


Office of the 


Dumfries 


Psychiatry based at the 
Dumfries. 


E.N.T. 


Crichton Royal 


Surgery based at Stobhill General 


Anesthetics based at Stobhill General 


64, West Regent-street, 
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SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Neurological Surgery at the 
Royal Infirmary of Edinburgh and Bangour Hospital. 

Apply, giving particulars of age, qualifications and previous 
experience, and the names of 2 referees, to the Secretary, 11. 
Drumsheugh-gardens, Edinburgh, 3, by 13th July. 
SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds.) HOUSE PHYSICIANS. Applications are invited for 
2 posts which will fall vacant mid-July, 1 graded Senior House 
Officer/Pre-registration the other Pre-registration/Senior House 
Officer. Modern hospital with busy department including 
medicine, pediatrics, skins and eyes with busy outpatients 
clinics offering good opportunity for experience. 

Applications, naming 2 referees, to Group Secretary, Scun- 

thorpe Hospital Management Committee. 
SWANSEA HOSPITAL. (413 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Registered medical practitioners are 
invited to apply for By resident post of SENIOR HOUSE 
OFFICER in the E.N.T. Department of the above Hospital. 
Vacancy Ist August, 1957. The Be is recognised under the 
regulations of the F.R.C.S. (E.N.T.) and the D.L.O. 

Applications, stating age, qualifications and experience, should 
be forwarded to the Hospital Secretary. 

T. E. Jones, Group Secretary. 
SWANSEA HOSPITAL, Swansea. (413 Beds.) Glantawe 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited for 
the post of SENIOR HOUSE OFFICER iy the Gyneecological 
Department at the above Hospital. 

Applications, with full particulars, should be addressed to the 
Hospital Secretary. ‘>. JONES. Group Secretary. 
SHREWSBURY. CROSS HOUSES HOSPITAL. (34 
maternity beds.) OBSTETRIC HOUSE SURGEON (pre- 
registration post), vacant mid-June, 1957. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
ANESTHETIC REGISTRAR (resident) required, with duties 
ary! hospitals in the Group. Post recognised for D.A. and 

‘.F t.C.S. 

Forms of application from, and returnable to, Secretary, 
Windsor Hospita] Management Committee, Alma- road, Windsor, 
by 15th June. pron 
SOUTHAMPTON CHILDREN’S HOSPITAL. (Recog- 
nised by Conjoint Board for D.C.H.) HOUSE OFFICER 
required 15th July, 1957. Total establishment of 3 residents. 
Salary, &c., as nationally advocated. 

Applications, with copies of testimonials, to be submitted by 
15th June, 1957, to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON GENERAL HOSPITAL. (471 Beds.) 
RESIDENT HOUSE SURGEON required. Pre-registration 
candidates eligible. 

Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. wot ty L SOUTH HANTS HOSPITAL. 
(278 Beds.) ORTHOP ‘DIC HOUSE SURGEON required. 
Post recognised for Pre-registration Service and tenable for 6 
months. The Hospital is the centre to which all trauma from a 
large industrial town and port is directed thus providing excellent 
experience in the treatment of traumatic conditions ; patients 
with orthopedic conditions are also drawn from a wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an a as 
Whole-time REGISTRAR in Ophthalmology to fill a vacancy 
in the approved trainee establishment at the Hastings Group of 
hospitals. The appointment will be in accordance with the terms 
and conditions of service of hospital medical and dental staffs 
(England and Wales), and will be for 1 year in the first instance. 

Applications, giving partic ulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
a ee South East Metropolitan Regional Hospital Board, 

, Portland-place, W.1, not later than 22nd June, 1957. 
SOUTHENG- ON-SEA GENERAL HOSPITAL. Applica- 
tions are invited for appointment as HOUSE PHYSICIAN 
(pre-registration). Post vacant Ist July, 1957. 

Applications, stating age, qualifications and previous experi- 
ence, with copies of recent testimonials (1 testimonial sufficient 
from applicants for first appointment) to reach the undersigned 
by 13th June, 1957. ). FIELD, Secretary. 


SOUTHEND-ON-SEA GENERAL HOSPITAL. Applica- 
tions are invited for the post of DEPUTY CASUALTY 

OFFICER (Senior House Officer grade) with duties in the 

Fracture and Orthopredic Department for a period of approxi- 
mately 5 months to end of October. Post resident. 

Applications, stating age, qualifications and experience, with 
copies of recent testimonials, to reach the undersigned as soon 
as possible. J. C. FIELD, Secretary. 
SOUTHEND GENERAL HOSPITAL. Applications are 
invited for the post of RESIDENT GYNA®COLOGICAL 
HOUSE SURGEON, vacant 10th July, 1957. The post is 
recognised for the M.R.C.O.G. 

Applications, stating age, qualifications, and previous experi- 








ence, with copies of recent _testimonials, should reach the 
undersigned by 19th June, 1927. J. C., FIELD, Secretary. 
SOUTHPORT GENERAL INFIRMARY. (189 Beds. 


Recognised for pre-registration and F.R.C.S.) HOUSE SUR- 
GEON (general surgery and gynecology). Post vacant July. 

Appiy, with 2 copy testimonials, to Group Secretary, Southport 
and District Hospital Management Committee, Promenade 
Hospital, Southport. 
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SOUTHPORT GENERAL 
Recognised for pre-registration. ) 
vacant July. 

Apply to Group Secretary, Southport and District Hospital 
Management Committee, Prome nade Hospital. Southport. 


SOUTHPORT GENERAL INFIRMARY. (189 Beds. 
Recognised for pre-registration and F.R.C.S.) HOUSE SUR- 
— (general surgery and ophthalmology). Post vacant 
uly 

Apply, with 2 copy testimonials, to Group Secretary, Southport 
and District ‘Hospital Management Committee, Promenade 
Hospital, Southport. 
STAFFORD. ST. GEORGE’S HOSPITAL. Junior Hos- 
PITAL MEDICAL OFFICER (resident) required. The post 
offers experience in all branches of psychiatry. outpatient work, 
medical psychology, psycho-surgery, &c. The Hospital (1238 
Beds with separate unit for private patients) has a_ high 
admission-rate and is recognised for training for D.P.M., a 
Course for which may now be taken at the University of 
Birmingham. 

Applications, 
intendent. 
STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. SENIOR HOUSE OFFICER (anesthetics), Male or 
Female, resident. Recognised for D.A. 

Applic ations to A ig Secretary, Stafford Hospital Manage- 
ment Committee, 13, Foregate-street, Stafford. 


STIRLING AND CLACKMANNAN HOSPITALS BOARD 
OF MANAGEMENT. There is a vacancy for a SENIOR HOUSE 
OFFICER in Surgery at Clackmannan County Hospital, Alloa. 
Resident accommodation available for single or married officer. 

Applications, with 2 names for reference, should be sent to 
the Group Medical Superintendent, Stirling Royal Infirmary, 
from whom further particulars can be obtained. 


STOCKPORT INFIRMARY. (163 Beds.) Applications 
are invited for the post of SENIOR HOUSE OFFICER (anes- 
thetics). The post is recognised for the D.A. and F.F.A.R.C.S. 
and there are facilities for study. 

Applications, stating age, experience and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Manageme nt Com- 
mittee, 59B, Shaw-heath, Stockport. 

STOCKTON-ON- TEES. SEDGEFIELD GENERAL HOS- 
PITAL. SEDGEFIELD HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited for the appointment of SENIOR HOUSE 
OFFICER (orthopedics). Full Consultant staff employed ; 
post recognised in connection with F.R.C.S. examinations ; 
modern self-contained furnished flat av ailable at low rental. 

Applications to the undersigned immediately. 

eee L. WaTSON, Group Secretary. 
STOKE-ON-TRENT. “NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (455 Beds.) HOUSE OFFICER (general 
curate) ie required. Pre-registration post. Hospital recognised 
or 

Detailed” “applications, 
Secretary, Hospital 
Stoke-on Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. SENIOR HOUSE OFFICER (E.N.T.) 
required, vacant very shortly. Recognised F.R.C.S. and D.L.O. 

Detailed applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 

STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE PHYSICIAN (general medicine) 
with dermatology. Vacant early July. Pre-registration post. 

Detailed applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 
STOKE-ON-TRENT. 
ROYAL INFIRMARY. (455 Beds.) 
peedics) required. Recognised pre-registration post. 
recognised for 8S. 

Applications, with copy testimonials, to Group Secretary, 
— Management Committee, Princes-road, Stoke-on- 

rent. 

ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) Locum Tenens ANASSTHETIC REGISTRAR 
(resident) required from 8th July to 11th August, 1957. Post 
recognised for F.F.A.R.C.S. and D.A. 

Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. _ 


ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
384 Beds.) Whole-time JU NIOR HOSPITAL MEDICAL 
FFICER (resident) required immediately for the gyneecological 

and obstetric wards. 

Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans, 


ST. ASAPH HOSPITAL, St. Asaph. Appointment of 
HOUSE OFFICER. Duties divided between ophthalmology 
(16 Beds), E.N.T. (12 Beds) and oral surgery (4 Beds). 
Applications, stating age, qualifications and experience 
accompanied by 2 recent testimonials, to be sent forthwith 
to the Group Secretary, Clwyd and Deeside Hospital Manage- 
ment Committee, ‘‘ Rhianfa,’’ Russell-road, Rhyl. 
ST. ASAPH HOSPITAL, St. Asaph. (54 obstetric beds: 
23 gynecological Beds.) Applications are invited from pre- 
registration - registered medical practitioners for the post of 
JUNIOR HOUSE OFFICER. Post tenable for 6 months from 
ie. August, \oe7, Recognised for M.R.C.O.G. and D.Obst. 


Applications, with 2 testimonials, to be sent forthwith to 
Group Secretary, Clwyd and Deeside Hospital Management 
Committee, “‘ Rhianfa,” Russell-road, Rhyl. 


INFIRMARY. (189 Beds. 
TLOUSE PHYSICIAN. Post 


with names of 2 referees, to Medical Super- 


with copy 


testimonials, to Group 
Management Committee, i 


Princes-road, 


NORTH STAFFORDSHIRE 
HOUSE OFFICER (ortho- 
Hospital 








ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. The following Resident House Officer posts 
become vacant on Ist September, 1957. 
St. Helens Maem (196 Beds) 
HOUSE PHYSICIAN 
HOUSE SURGEON. 
Whiston ae Prescot (892 Beds) 

HOUSE PHYSICIAN 

HOUSE PHYSICIAN 

HOUSE SURGEON (general). 

HOUSE SURGEON (obstetrics). 
The above posts are recognised for Pre-registration Service. 

Applications, stating age, date of qualification and experience, 
and giving 2 names for veference, should be forwarded to the 
Group Secretary, Whiston Hospital, Prescot, immediately. 
Please state for which post application is made. 
ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. on a gey ations are invited for the appointment 
of CASUALTY OFFICER in the Senior House Officer grade, 
at Whiston Hospital, Prescot (892 Beds). The post is approved 
for the 6 months training in casualty work required of candidates 
for the Fellowship examination of the Royal College of Surgeons. 

Applications, stating age, qualifications and experience, and 
giving 2 names for reference, should be forwarded immediately 
to N. RICHARDS, Group Secretary. 

Whiston Hospital, Prescot. 
SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. SWINDON HOSPITALS. Applications invited for post 
of RESIDENT HOUSE PHYSICIAN in acute Medical Unit of 
64 Beds at St. Margaret’s Hospital. Recognised for training 
under pre-registration internship regulations and vacant on 
5th July, 1957. 

Full details, with names of 3 referees, to Secretary, 7, Okus- 
road, Swindon, immediately 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. Applications invited for post of 
HOUSE PHYSICIAN to Special Unit for Research in Juvenile 
Rheumatism, vacant 18th July. Post offers scope for those 
interested in research, pediatrics, rheumatology, or cardiology. 


(paediatric ). 


Applications, stating age, qualifications with dates, with 
copies of 2 testimonials, to Secretary. 
TAPLOW, near MAIDENHEAD. CANADIAN RED 


CROSS MEMORIAL HOSPITAL. SENIOR HOUSE OFFICER 
a Sm required. Post, which is tenable for 1 year, will be 
resident 

Applications, with names of 2 referees, to Secretary. 
TAPLOW, near MAIDENHEAD CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required for 
post vacant 17th July (pre-registration post). 


Applications, stating age, qualifications with dates, with 
copies of 2 testimonials, to Secretary. ‘ : . 
TAUNTON AND SOMERSET HOSPITAL. Applications 


are invited for HOUSE OFFICER (E.N.T.). Post vacant mid- 
—_,, Fest -gaeae appointment, recognised for F.R.C.S. 
anc .L.0. 

Applications, stating age, nationality and qualifications, 
together with the names of 2 referees, should be forwarded 
immediately to the Group Secretary, Taunton Hospital Manage- 
ment Committee, Taunton and Somerset Hospital, Musgrove 
Park Branch, Taunton, Somerset. 

TAUNTON AND SOMERSET HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER (casualty 
and orthopeedic) vacant now. é 

Applications, stating age, nationality and qualifications 
together with the names of 2 referees, should be forwarded 
to the Group Secretary, Taunton Hospital Management Com- 
mittee, Taunton and Somerset Hospital, Musgrove Park Branch, 
Taunton, Somerset. 7 
TAUNTON AND SOMERSET HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER 
(obstetrics and gynecology ), vacant mid-June. The Department 
consists of the Area Maternity Unit of 45 Beds and a Gynsco- 
logical Unit of 25 Beds. Recognised for the M.R.C.0O.G. The 
appointment is tenable for 1 year. Previous experience in 
obstetrics is essential. 

Applications, stating age, qualifications, nationality, and 
experience, together with the names of 2 referees, should be 
forwarded immediately to the Group Secretary, Taunton Hos- 
pital Management Committee, Taunton and Somerset Hospital, 
Musgrove Park Branch, Taunton. 

TAUNTON AND SOMERSET HOSPITAL. 
are invited for HOUSE OFFICER (general surgery). 





Applications 
Post 


wae Su uly, 1957. Recognised for pre-registration candidates, 
anc R.C, 
pe ol stating age, nationality and qualifications, 


together with the names of 2 referees, should be.forwarded to 
the Group Secretary, Taunton Hospital Management Committee, 
Musgrove Park Hospital, Taunton, Somerset. 

WEST DORSET GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for 2 resident 6-monthly 
posts of HOUSE SURGEON (Male or Female) at :— 

(a) Weymouth and District Hospital (124 Beds). 

(b) Dorset County Hospital, Dorchester (109 Beds). 

Both posts are recognised for the F.R.C.S. examination ; 
approved for Pre-registration Service; and become vacant Ist 
August, 1957. 

Applications, stating age, qualifications, experience, and 
nationality, together with copies of testimonials, to the Group 
Secretary, West Dorset Hospital Management Committee, 
Damers-road, Dorchester, Dorset, immediately. 

WEST BROMWICH AND DISTRICT GENERAL HOS- 
PITAL. HOUSE SURGEON, vacant immediately. Pre-registra- 
tion. 

Applications, with 3 recent testimonials, to Group Secretary, 
West Bromwich and District Hospital Management Committee, 
Edward-street, West Bromwich. 
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WEST BROMWICH AND DISTRICT GENERAL HOS- 
PITAL. HOUSE PHYSICIAN, vacant Ist July. Pre-registration. 
Applications, with 3 recent testimonials, to Group Secretary, 

West Bromwich and District Hospital Management Committee, 
Edward-street, West Bromwich. 

WESTCLIFF HOSPITAL, Balimoral-road, Westcliff-on- 
SEA, ESSEX. Applications are invited for the post of RESIDENT 
MEDICAL OFFICER (Senior House Officer grade). Post vacant 


2nd July, 1957. The Hospital covers a wide field of medicine 
and offers excellent training for General Practice. 

Applications should be sent to the Secretary, General Hospital, 
Prittlewell-chase, Southend-on-Sea, Essex, as soon as possible. 


J. C. FIELD, Secretary. 
WAKEFIELD. STANLEY ROYD HOSPITAL. Applica- 
tions invited for post of JUNIOR HOSPITAL MEDICAL 
OFFICER in Psychiatry. Salary scale £852 10s.-€55-£1182 10s. 
p.a. Married accommodation may be available. 

Address written applic ations, giving full personal particulars, 
details of training, experience, &c., together with 2 names and 
addresses for reference, to W. BowWRING, Group Secretary. 

Pinderfields General Hospital, Wakefield. 

WARWICK HOSPITAL. (320 Beds.) Paediatric House 
a ee (resident) required late July. 30-Bedded Pediatric 
Unit. Post recognised D.C.H. and pre-registration. 

Applications, with 2 recent testimonials, to Medical Super- 
intendent. 

WARWICK HOSPITAL. (320 Beds.) 
(pre-registration or registered candidates may apply). 
experience in general surgery. Vacant 25th July. 
quarters available. 

' Applications, with 2 testimonials, to Me dical Superintendent. 
WARWICK HOSPITAL. (320 Beds.) House Physician. 
Post recognised pre-registration, resident, vacant 25th July. 
Applications, with 2 testimonials, to Medical Superintendent. 


WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (208 Beds.) ORTHOPASDIC HOUSE SURGEON 
(with certain casualty duties) required. Post recognised for 
F.R.C.S.(Eng.) examination. Intermediate or Senior post 
depending on experience for Orthopedic Unit (30 Beds). The 
Orthopzedic Service is in charge of a Consultant and Registrar 
closely associated with a Postgraduate Teaching Hospital. 

. Sopliestionn, with copies of 2 testimonials, to the Adminis- 
rator. 

WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (208 Beds.) Applications are invited for the post of 
HOUSE SURGEON at the above ee This is a pre- 
registration post and is rec ognised for F.R.C.S. Salary according 
to the National Health Service scale. 


House Surgeon 
Good 
Married 








Applications, with copies of recent testimonials, to the 
Administrator. mie : eric’ ae 
WELSH REGIONAL HOSPITAL BOARD. Registrar 


(general medicine), based Neath General Hospital (412 Beds). 
May also be expected to serve other hospitals within group. 
Resident /non-resident. Hospital recognised for all major 
diplomas. Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 


WIGAN AND LEIGH HOSPITAL MANAGEMENT CoM- 
MITTEE. REGISTRAR in Anesthetics required with main 
duties at ner r; Albert Edward Infirmary. Recognised for D.A. 
and F.F.A.R.C.S. Experience available in all branches of 
anesthesia on thoracic surgery. 

Applications to Secretary, Knowsley House, Wigan. 





WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) CASUALTY OFFICER (Senior House 
Officer grade) et vacant 28th July. Post recognised for 
the F.R.C.S. The appointment will be for 6 months in the first 
instance. 

Applications, 
Secretary. ” 
WINDSOR GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR REGISTRAR in Ophthalmolo; 
for 6 weekly half-day sessions at Edward VII Hospital, 
Windsor, and 1 weekly half-day session at Maidenhead Hospital. 

Application forms from, and returnable to, Secretary, Windsor 
Group Hospital Management Cemmittee, Alma-road, Windsor, 
by 15th June. 

} ee mene AND CHERTSEY GROUP LABORATORY. 

Avpheewene are invited for the post of RESIDENT CLINICAL 

HOLOGIST (Senior House Officer). The duties of the 
include a half-share in the emergency service. Training be 
available in all branches of clinical pathology. Post tenable for 
1 year from -August. Salary £819 10s. p.a. 

Applications, stating age, qualifications, &c., together with the 
names of 2 referees, should be sent as soon as possible to the 
pereeton, Pathology Laboratory, St. Peter’s Hospital, Chertsey, 

urrey. 
WOLVERHAMPTON GROUP. The Royal Hospital. 
JUNIOR PATHOLOGIST required. Salary in Junior Hospital 
Medical Officer grade. Comprehensive service offe wide 
experience and training. Experience in specialty not essential. 
Post vacant shortly. Candidates =a visit Pathol 

Applications to Group ae The Royal Hosp: 
hampton, by 14th Youn, 1957. 

WORTHING HOSPITAL, Lyndhurst-road, Worthing. 
(Acute General—210 Beds.) The undermentioned posts will be 
vacant early in July :— 

HOUSE SURGEON. 

HOUSE PHYSICIAN. “~ 

Applications from either registered medical practitioners or 
pre-registration candidates, -stating age, qualifications, experi- 
ence, nationality, and enclosing copies of 2 recent testimonials, 
to be forwarded to i e a Secretary immediately. 

OAKTON, Group Secreta’ orks, 
Worthing ¢ “ak. Hospital Management Committee. 


with copies of 2 testimonials, to the Group 


tal, Wolver- 
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YORK. COUNTY, CITY, MILITARY (CIVILIAN rand 146 


FULFORD HOSPITALS. (General Hospitals of 266, 256, 60 and 14 
Beds respectively with full Consultant staff.) SENIOR HO 
OFFICER in Anesthetics, resident or non-resident, poo | 
from 15th July, 1957. Recognised for F.F.A.R.C.S. and D.A. 
Previous experience desirable but not essential. 

Applications, stating age, nationality, qualifications, experi- 
ence, and names of 2 referees, to Group Secretary, York A and 
oe Hospital Management Committee, Bootham Park, 

ork. 

DUBLIN. DR. STEEVENS’ HOSPITAL. Applications 
are invited from qualified practitioners for the position of 
MEDICAL REGISTRAR to the Hospital. Each candidate 
should state his age and furnish full particulars of his qualifi- 
cations and experience. The appointment shall be for 1 year 
from ist August, 1957, and the a — shall be responsible 
for intern a extern patients. he salary will be £400 p.a., 


non-resident. 
Applications should reach te undersigned on or béfore 15th 
eae =H : VILLIAM KENNEDY, Secretary. 


CA UNIVERSITY Or ALBERTA HOSPITAL. 
PEDL ATRIC RESIDENT required for 1 year commencing by 
ist August, 1957, for 140-Bed children’s ward in the above 
Hospital. Accommodation available. Remuneration $125-—$175 
according to experience. 

Applications, stating age, qualifications, nationality, marital 

status, accompanied by recent references and photograph, should 
be forwarded by air-mail to the Superintendent, University of 
Alberta Hospital, Edmonton, Alberta. 
U.S.A. CAMBRIDGE, MASSACHUSETTS. “Applications 
are invited for the positions of RESIDENCIES in Anesthesia 
for a 2-year period beginning 1st July and Ist September, + 
Salary $1800 first year and $3600 second year and full main- 
tenance. Training in all branches of anesthesia. Affiliation with 
— hospitals. 

Applications, stating age, nationality, qualifications, and 
eupatlanen, together with the names of their referees, should be 
forwarded to the Director of Anesthesiology, P.O. Box 89, 
Cambridge, Massachusetts. reeves expenses to and from the 
U.S.A. will be _—_ Particulars will be sent as soon as application 
is received. Please enclose recent photograph with application. 








Public Appointments 


NORTHERN NIGERIA. 
Officers see page 34. eee VL 
BILSTON BOROUGH COUNCIL. STAFFORDSHIRE 
COUNTY COUNCIL. Applications are invited for the separate part- 
time appointments of MEDICAL OFFICER OF HEALTH 
of the wy) of Bilston and ASSISTANT COUNTY MEDICAL 
OFFICER AND SCHOOL MEDICAL OFFICER. The appoint- 
ments yo will constitute whole-time, the allocations being 
6 half-days and 5 half-days, respectively. The proportionate 
salary for each appointment is calculated in accordance with 
the latest agreed scale, and increments will be we for previous 
service in the ¥ ar ity, the ranges being 





For appointment of Medioal 





Bilston B.C. 003 12s, ‘gd. © £30(4)-£1133° 12s. 8d. 
Cums Counet 1596 lls. 10d.-£28 8s. 2d.(3 )-£31 5s. 0d.(5)— 
3 i. a 


A car will be an advantage and an appropriate allowance _— 
be paid. The posts are superannuable, and the successful c 
date must pass a medical examination and produce his bith 
certificate. Applicants must be fully qualified medical practi- 
tioners with experience in public health duties, and must hold 
the Diploma of Public Health or its equivalent. The candidate 
appointed will be expected to reside Bilston as regards the 
County Council duties, act under the direction of the Count 
Medical Officer of Health, and will be required to perform suc 
duties as may from time to time be prescribed. As regards the 
duties of Medical Officer of Health, he will be subject to the 
Sanitary Officers (Outside London) Regulations, 1935 and 
1951, and to the sole control and direction of the Borough 
Council. The County Council appointment will be subject 
to 3 calendar months notice in writing on either side. 

Forms of application may be 
Medical Officer, County Building: 
returned to ate not later than by f first post on 17th June, 1957. 

A. M. WILLIAMS, Town Clerk, Bilston 
T. H. Evans, Clerk of the County Cc i 
GOVERNMENT OF SINGAPORE. 

(a) SENIOR REGISTRAR (pathology) required for patho- 
logical “ee i Singapore General Hospital, a teaching hospital. 

(6) ANASSTHETIST required to administer angsthetics in 
government pte and instruct Junior Medical Officers, intern 
House Physicians a medical students in technique and 
— of anesthetics. 

Applications invited from doctors with qualifications regis- 
trable in United Kingdom. Diploma in Clinical Pathology or 
2 equivalent required for (a) and F.F.A.R.C.S. plus at 

ears post-registration experience including 3 ip anss- 
eB 4 : “()- Appointment on contract for 3-years resident 
service alary scale £1540-£1988 a year plus expatriation pay 
of £350 a po and temporary variable allowance of £210 a year 
for single officers, £392 for married officers without dependent 
children and £539 to £560 a year for officers with dependent 
children. Gratuity verry —— > after completion of 
contract from £370 to £450 for each year depen on salary. 
Special arrangements can be made for candidate from the 
National Health Service who wishes to retain superannuation 
rights. Salary dependent upon years of experience. European 
children do well in Singapore up to age of about 6 and schools 
are available. Income-tax at local rates. Government quarters 
with heavy furniture rentable if available or allowance in lieu. 
Free passages for Officer, wife, and children under 10 years not 
exceeding 5 persons in all. Generous leave 

‘Application forms from Director of Recruitm 

Office, London, S.W.1 (quoting No. BCD. TiT/as/0i6) 
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GOVERNMENT OF ADEN PROTECTORATE. Ophthal- 
MOLOGIST required by Aden Protectorate Health Service 
based on Makhzan, Western Aden Protectorate, where there is a 
developing base hospital and a health services training centre, 
but about half-time to be spent on tour in both Protectorates, 
working in hospitals, health units in the field, and training sub- 
professional staff in 2 e work. Private practice allowed, 
but very limited. Cand i ates must possess qualifications 
registrable in United Kingdom, D.O.M.S. or equivalent and 
practical experience. Knowledge of Arabic an advantage. 
Appointment on contract for 4 years with gratuity (taxable) 
of £37 10s. for each completed 3 months of service, payable on 
satisfactory completion of contract. Salary scale from £1212 
to £1992 a year, starting point depending upon age and experi- 
ence. Following allowances also payable :— 

(a) Outfit allowance £60. 

(b) Education allowance in lieu of passage entitlement for 
children between 8-18 undergoing full-time education in the 

Kingdom. 

(c) Protectorate allowance from £132 to £180 a year. 

Furnished quarters at low rental. Income-tax at local rates. 
Free passages for Officer, wife, and up to 4 children under age 18. 
Tour of service 18-24 months. Generous home leave after each 


ur. 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting No. BCD.117/2/010). 
GOVERNMENT OF THE EASTERN REGION OF 
NIGERIA. SPECIALIST (Pathologist) required to organise and 
run a Regional Laboratory Service, take charge of a Regional 
Laboratory when built, and administer subsidiary laboratory 
units attached to Government hospitals in the Region. Candi- 
dates must possess D.C.P. or M.D.(London) in Pathology. 
Appointment on contract for 2 tours of not more than 2 years 
eac Salary £2442 a year, and gratuity (ogee) payable on 
completion of satisfactory engagement, of £37 10s. for each 
completed period of 3 months service (including leave). Quarters 

rovided at rental of 10 % of salary. Taxes at local rates. Annual 
ocal leave permissible ; generous home leave after each tour. 
Free return passages for Officer and wife ; and, when appropriate, 
either (but not both) of the following in any 1 tour of service :— 

(a) 1 return sea passage for each of 2 children under age 18 
po ag to maximum of £75 for the return journey for each 
c , or 

(b) An allowance of £75 a 
age 18 maintained outside Nigeria for the whole tour. 

Application forms from Director of Recruitment, Colonial 
Iffice, London, S.W.1 (quoting No. BCD.117/411/019). 
GOVERNMENT OF THE FEDERATION OF NIGERIA. 
SPECIALIST (Pathologist) required to direct fully equipped 
Forensic Science Laboratory with a Department of Photography 
and to conduct medico-legal autopsies and examinations. Other 
duties include blood grouping, toxicology, training of junior 
technical staff and advisory duties to the Attorney-General, the 
Nigeria Police, and the Chief Medical Adviser. Candidates must 
possess medical degree registrable in United Kingdom, a higher 
qualification (e.g., D.C.P. or Dip. Bact.), experience in forensic 
medicine, and if possible, also in forensic science generally, and 
10 years experience after origina) registrable qualification 
(including at least 3 years in general pathology—including 
morbid anatomy, histopathology, biochemistry and hematology 
with blood grouping techniques—but not necessarily bacterio- 
logy). If candidate has less than 10 years experience, appoint- 
ment as Special Grade Medical Officer (Pathology) can be made. 
The unit has been well established and professional scope of the 
post is wide and full of interest differing in many respects from 
experience —— gained in the United Kingdom. Good 
opportunity for a Pathologist who could be released by his 
Authority for 2 years. 

Appointment may be :— 

(a) On short-term contract for 1 tour of 18-24 months with 
salary of £2664 a year, or on scale from £1536 to £2286 for Special 
Grade Medical Officer. On completion of contract a gratuity 
(taxable) is paid at rate of £37 10s. for each completed period of 3 
months service including leave. 

(6) From National Health Service, candidate retaining super- 
annuation rights and receiving gratuity (taxable) of 20% of 
aggregate of salary. Salary £2220 a year, or from £1326 to 
£1950 for Special Grade Medical Officer (Pathology) 

Officer appointed on contract is required to contribute to a 
Widows’ and Orphans’ Pension Scheme. Quarters at low rental. 
Free return passages for Officer and wife. Return passages for 
children, to age 18, provided this does not exceed cost of 2 adult 
return passages in any 1 tour of service. Children’s (separate 
domicile) allowance of £75 a year for each child under 18, 
ceasing if children join parents in Nigeria. Income-tax at low 
local rates. Local leave permissible and generous home leave 
after each tour. 

Application forms from Director of Recruitment, Colonial 
Office, London, S.W.1 (quoting No. BCD. 117/14/051). 
GLOUCESTERSHIRE COUNTY COUNCIL. Assistant 
COUNTY MEDICAL bg lane ye OF HEALTH AND SCHGOL 
MEDICAL OFFICER. Must be registered medical practitioners. 
Possession of a Diploma or Certificate in Public Health an 
advantage. Salary 1050-21475 Dp. . Superannuable : medical 
——- Car driver and should possess a motor-car. 

Application forms obtainable from County Medical Officer of 
os yd a House, Berkeley-street, Gloucester, returnable 


th June, 1 

a Guy H. Davis, Clerk of the County Council. 
DURHAM COUNTY COUNCIL. Applications invited 
from registered medical practitioners (Men and Women) for 
appointment as SCHOOL MEDICAL OFFICER. Applicants 
must have had at least 3 years experience in the practice of 
their profession. Salary scale £1050-£50-£1200-£55-£1475 p.a. 

Further details and form of application from undersigned. 
Completed eT by 22nd June, 1957. 

. H. METOALFE, ‘Director of Education. 
Shire Hall” een 27th May, 1957. 


ear for each of -2 children under 














DURHAM. ADMINISTRATIVE COUNTY OF DURHAM. 
BOROUGH OF HARTLEPOOL. Appointment of MEDICAL 
OFFICER OF HEALTH AND ASSISTANT WELFARE 
MEDICAL OFFICER. Applications are invited from oe 4 
qualified medical practitioners (Male or Female) hol 
Degree or Diploma in Sanitary Science, Public HeaJth, or S te 
Medicine for the separate appointments of Assistant W. Welt ‘are 
Medical Officer (Maternity and Child Welfare) and Medical 
Officer of Health for the Municipal Borough of Hartlepool. The 
total salary payable will be £1241 7s. 3d. rising by 3 increments 
of £53 3s. 8d., 1 increment of £57 10s. 0d. and 4 increments of 
£47 10s. 0d. to £1648 8s. 3d. p.a. The appointments will be 
superannuable. Canvassing directly or indirectly will disqualify 
and applicants must disclose whether they are related to any 
member or senior officer of the employing authorities. 

Further particulars of the appointments may be obtained 
from the undersigned. Applications giving the names of 3 
persons to whom reference may be made should be sent to the 
Clerk of the County Council not later than 24th June, 1957. 

J. K. Hops, Clerk of the County Council 

Shire Hall, Duhem. 

L. WILLIAMS, Town Clerk. 

Town Clerk’s Office, Hartlepool 
HER MAJESTY’S OVERSEAS CIVIL SERVICE. Somali- 
LAND PROTEOTORATE. MEDICAL OFFICER with qualifications 
registrable in United Kingdom required for general medical 
duties, including simple surgery and, if necessary, training of 
dressers. Salary scale from £1116 to £1836 a year, p us temporery 
(non-pensionable) cost-of-living allowance of 10% of salary 
subject to maximum of £162. Commencing salary actetmnine’ 
by qualifications and experience. Pension earned at rate of 
1/600th of final pensionable emoluments for each completed 
month of service. Furnished quarters at low rental. Free 
passages in both directions for Officer, wife and up to 4 children 
under 18 years. No income-tax. Tour of service 15-21 months, 
after - eee generous home leave granted. Local leave also 
granted. 

Application forms from Director of Seton Colonial 

ffice, London, 8.W.1 (quoting No. BCD. 117/5/01) ae 
NEWPORT. COUNTY BOROUGH OF NEWPORT. 
Applications for the position of ASSISTANT MEDICAL 
OFFICER (Female) are ~~ from women who are ag ater 
medical practitioners, and who possess a Diploma in Public 
Health or Child Health. Salary £1050-£1475 p.a. 

Applications, on forms to be obtained from the unde’ ed, 
to be received by 29th June, 1957. Canvassing, directly or 
indirectly, will disqualify. 

W. B. CLarK, Medical Officer of Health. 
Civic Centre, Newport, Mon. voy 
NORTH WESTERN GAS BOARD. Applications are 
invited for the pensionable appointment of MEDICAL OFFICER. 
The successful candidate will be based at Manchester and will 
work under the direction of the Chief Medical Officer. The 
commencing salary will be £1500 p.a. Further details may be 
obtained on request. 

Detailed applications, giving the names of 2 referees, should 
reach the Secretary, North Western Gas Board, 60, Whitworth- 
street, Manghester, 1, within 21 days. 
pa one ygge oan CITY OF NOTTINGHAM EDUCATION 

ITTEE. Applications are invited for the post of Whole-time 
SCHOOL MEDICAL OFFICER on the salary scale £1050, 
rising to £1475 p.a. 








Further particulars and forms of application may be obtained 
from the Principal School Medical Officer, 28, Chaucer-street, 
Nottingham. ae eae eee 
NOTTINGHAM. CITY OF NOTTINGHAM. Health 


SERVICES. Applications invited for capelatmest of ASSISTANT 
MEDICAL OFFICER for duties which will include maternal and 
= health and vaccination and immunisation. Possession of 
D.P.H. an advantage. Post superannuable subject. to 
pao a. Salary £1050-£1475 iq Commencing 
— ‘according to local government experien 

wake! lication forms to be obtained from Medical Officer of 
Huntingdon-street, Nottingham, and to be returned to 

him by 18th June, 1957. T. J. OWEN, Town Clerk. 


WEST HAM. COUNTY BOROUGH OF WEST HAM. 
DEPUTY MEDICAL OFFICER OF HEALTH AND DEPUTY 


Bay se hy SCHOOL MEDICAL OFFICER. Applications 





are invited from registered medical a a ——— the 
rae or equivalent qualification. Salary 790-£55(5)- 
p.a. 
Full particulars from Medical Officer of Health, 225, Romford- 
road, £7. to whom applications should be returned by 24th 
June, 1957. G. E. Smits, Town k. 


THE ROYAL ‘NEW ZEALAND NAVY 
Short-service Commissions for Medical Officers 
Applications are invited from Male medical practi- 

tioners of British nationality for Short-service Com- 
missions of 4 years in the Royal New Zealand Navy. 
Successful applicants will be gtven the rank of Probation- 
ary Surgeon Lieutenant on entry which may be confirmed 


Officers 
will have the oppo 
Permanent Comm so on comp 
Commission. A free passage to New is granted to 
Officers, and if married, to their families. Return passage 
is not provided. 

Applicants should be medically fit for service afloat and 
ashore, and should have at least 2-years uate 
experience at date of entry. Basic pay and pro ional 
allowance on entry £1325 p.a., with additional uniform 
and marriage alllowances. 

Full particulars may be obtained from Royal N 
Zealand Navy Headquarters (Dept. B), The delphi, 
London, W.C.2. 


57 





THE LaNceET] 


THE LANCET GENERAL ADVERTISER 





[JUNE 8, 1957 





LUTON. BOROUGH OF LUTON. 
OFFICER OF HEALTH AND 
SCHOOL MEDICAL OFFICER. 
ment are invited from 
hold a Diploma in Public 
—£50(1)-£1735. 


Deputy Medical 
DEPUTY PRINCIPAL 
Applications for this appoint- 
registered medical practitioners who 
Health. Salary scale : £1465-£55(4) 
Commencing salary within the scale will be 
commensurate with experience and qualifications. Car allow- 
ance payable. Duties will include work in connection with 
School Health Services, hospital treatment of infectious diseases, 
and Part III Personal Health Services. 

Full particulars and conditions of appointment obtainable 
from the Medical Officer of Health, Public Health Department, 
63/69, Guildford-street. Luton, to whom applications should 
be delivered by 25th June, 1957. 

Town Hall, Luton. A. D. Harvey, Town Clerk. 


MONAGHAN COUNTY COUNCIL. Required :— 


(1) HOUSE SURGEON or INTERN, County Hospital, 
Monaghan. 
(2) HOUSE PHYSICIAN, Tuberculosis Hospital, Monaghan. 


Remuneration as follows : 
Intern 
First 6 months—£409 17s. 6d. per year, less emoluments. 
Second 6 months—£463 2s. 6d. per year, less emoluments. 
House Surgeon or House Physician 
First 6 months—£516 per year, less emoluments. 
Second 6 months—£570 per year, less emoluments. 
Third 6 months—£623 per year, less emoluments. 
Fourth 6 months—£676 per year, less emoluments. 
House Physician will have both thoracic and orthopeedic duties. 
Applications, giving particulars of qualifications, experience, 
&c., should be forwarded to Secretary, Courthouse, Monaghan. 


SOUTH CORK BOARD OF PUBLIC ASSISTANCE. 
Vacancy for RESIDENT MEDICAL REGISTRAR, St. 
Finbarr’s Hospitals Cork. Remuneration £862 10s. p.a. The 
appointment will be for a period of 1 year, renewable at the 
discretion of the health authority for further periods, subject 
to a maximum period of employment of 3 years. 

Application forms and particulars may be obtained from the 
County Manager’s Office, Courthouse, Cork, with whom com- 
pleted applications should be lodged not later than 5 P.M. on 


Friday, 21lst June, 1957. or e 
STATE PUBLIC SERVICE, Queensland, Australia. 
MEDICAL OFFICER, Mental Hygiene Service. Applications 


are invited from qualified medical practitioners for appointment 
as Medical Officer at the Brisbane Mental Hospital, Goodna, 
Department of Health and Home Affairs, with salary-range 
minimum £A2076 10s. p.a., maximum £A2256 10s. p.a., inclusive 
of present basic wage adjustments and subject to any further 
such adjustments. Salary in excess of the minimum may be 
paid according to the qualifications and experience of the 
appointee. Applicants must be qualified for registration as 
medical practitioners in Queensland. An extra £A100 p.a. in 
addition to normal salary is payable if the appointee is qualified 
for registration as a Psychiatrist in Queensland. The appointee 
may be required to conduct sessions at the Psychiatric Clinic in 
Brisbane. Appointment includes provision of free quarters, 
fuel, light, milk and garden produce, or an allowance in lieu 
of same. Further particulars may be obtained from the Agent- 
General for Queensland, 409 and 410, Strand, London, W.C.2. 

Applications should contain particulars of full name, date ‘of 
birth, marital status, children (if any), and any war service, and 
full details of qualifications and experience, and should be 
accompanied by references or certified copies of references. 
Applications should be forwarded by air-mail so as to reach the 

retary, Public Service Commissioner’s Department, Box 
488H, G.P.O., Brisbane, Australia, by 22nd July, 1957. 


WESTERN REGION OF NIGERIA. Specialist Anesthe- 
TISTS required. Duties mostly at Adeoyo Hospital, Ibadan, 
but will include sessions at other Government hospitals in the 
Region. Candidates must possess medical qualifications regis- 
trable in United Kingdom, F.F.A.R.C.S. or equivalent and at 
least 6 years post-registration experience in full-time anesthetist 
appointments. 

Appointments may be :— 

(a) From National Health Service, candidates retaining super- 
annuation rights up to 6 years and receiving gratuity (taxable) 
of 20% of aggregate of salary. or 

(6) On short-term contract (1 tour in first instance of 12-24 
months duration according to age). 

Salary under (a) £2220 a year, and (b) £2664 and gratuity 
(taxable) on satisfactory completion of contract at rate of 
£37 10s. for each completed period of 3 months service (including 
leave). Officers appointed under (6) required to contribute to 
Widows’ and Orphans’ Pension Scheme. 

Quarters provided at low rental. Taxes at local rates. Annual 
leave permissible : generous home leave granted after each tour 
of 18-24 months. Free return passages for Officer, wife, and 
children (up to 3). 

Application forms from Director of Recruitment, Colonial 
Office, London, S.W.1 (quoting No. BCD. 117/410/028). 


General Practice 


Fer an Executive Council post (England and Wales) apply on form E.C.164 
obtainable from the council. Mark envelope ‘* Vacancy."’ 


BRISTOL EXECUTIVE COUNCIL. Applications invited 
to fill a general medical practice VACANCY which will arise on 
3lst August, 1957, urban. List at present approximately 2000. 
Surgery accommodation may be available. Short-listed candi- 
dates will be interviewed on 2nd July, 1957. Apply before 
21st June, 1957, on Form E.C.16a, obtainable on application to 
= — Bristol Executive Council, 5, Alexandra-road, 
ristol, 8 











WOOD GREEN. Applications invited for Vacancy occa- 
sioned by death of practitioner. List at present approximately 
1500. “ Designated ” area. Premises may be available. Apply 
on Form E.C.16a before 15th June, 1957, to the Clerk, Middlesex 
Executive Council, North West House, 119/127, Marylebone- 
road, London, N.W.1. 

WOMBWELL, near BARNSLEY. 
invited for VACANCY (urban). 


Applications are 
List at present approximately 


2800. Residential and surgery accommodation available for 
purchase. Apply on Form E.C.16a to the undersigned, from 
whom further particulars may be obtained, not later than 


22nd June, 1957. 
C. H. STABLER, Clerk, West Riding Executive Council. 
5, St. John’s-north, Wakefield. 


Hospital Services : Non-Medical Appointment 


SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Aveee ations are invited from Science Graduates for the 
post of NON-MEDICAL ASSISTANT BACTERIOLOGIST in 
the Regional Bacteriological Laboratory, Raigmore Hospital, 
Inverness. The salary scales vary according to qualifications 
and experience and range from £475 to £845 p.a. 

Further particulars and application forms are obtainable from 
the undersigned, with whom applications should be lodged by 
24th June, 1957. A. FRASER, M.D., 

Secretary and Administrative Medical Officer. 

Office of the Northern Re gional Hospital Board, 








Raigmore, Inverness. 
REVISED ADVERTISEMENT 
SMETHWICK. MIDLAND CENTRE FOR NEURO- 


SURGERY, Holly-lane, SMETHWICK, STAFFS. Applications are 
invited from suitably qualified candidates for the post of 
BIOCHEMIST (Principal grade). The applicant appointed will 
work under the Pathologist aud will be responsible for the 
routine biochemical investigation of patients and assisting in 
developing neurochemical research. The Department may be 
visited on application to the Pathologist at the Centre. Salary 
in accordance with Whitley Council scale, rising to a maximum 
of £1530 p.a. 

Applications, together with the names and addresses of 2 
referees, should be sent to the Hospital Secretary not later than 
12th June, 1957. 





Industrial Hygiene Laboratory. Applications are invited 
from graduates for a post as Head of a new Industrial Hygiene 
Laboratory of the Research and Development Department of 
The United Steel Companies. The appointment offers oppor- 
tunities for research into working environment as it — 
health. Applicants should hold a degree in chemistry, physi¢s « 
biology. Previous experience in industrial hygiene eiiveniogeous 8 
but not essential.—Application forms from the Secretary, THE 
UNITED STEEL COMPANIES LIMITED, Swinden Laboratories, 
Moorgate, Rotherham. : 
Medical Officers—British Quiana. 2 Male Medical 
Officers required for fully equipped hospital in bauxite mining 
community. Applicants should have 5-10 years general practice 
with experience in surgery, and should be graduates registered 
in Great Britain. Periodic home leaves. Top salary. Semi- 
furnished houses provided at nominal rental. Age 30-40, 
preferably ew rx —Write, Box Y.335, c/o STREETS, 110, Old 
Broad-street, E.( 

Medical wikisg. ‘Bayer ‘Products Limited require a Man 
or Woman with medical or pharmaceutical knowledge ona 
ability to write good English for medical literary work. Work i: 
varied, interesting, and has good prospects.—Applications S 
confidence, with specimens of any written matter which will 
be returned, to Personnel Officer, BAYER PRopuUCTSs LIMITED, 
Neville House, Eden-street, Kingston-on-Thames, Surrey. 
Young lady, well educated with nursing and office experi- 
ence, seeks position as receptionist to doctor or dentist in the 
London area.—Address, No. 302, THE LANCET Office, 7, Adam- 
street, Adelphi, London, W.C.2. 

Wimpole-street. Ground-floor consulting-room in quiet 
= house available for Consultant.—Telephone : WELbeck 
0476. 

“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimens of urine and £1 1s. fee. Hematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 

Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LtTpD., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 

Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists. Electric machines 
—SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504). 

Doctor n uires resident working cook-housekeeper, South 
Essex. ly help. Please state previous experience and wages 
required. | Adress, No. 299, THE LANCET Office, 7, Adam-street, 
Adelphi, London, W.C.2. 

Exchange of automobile in United States. American 
physician would like to exchange use of his automobile in 
Boston for use of one in London for 1 year beginning September, 
1957. Will any interested prospective visitors to Boston please 
write : Dr. RICHMOND PAINE, 300 Longwood-avenue, Boston, 15, 
Massachusetts. = ae 
Microscopes. Highest prices paid for good modern types. 
Send or bring your equipment for valuation.— WaALLACE HEATON 
Lrp., 127, New Bond-street, W.1. 
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Control of Inflammation 


PreCORTISY L 
INJECTABLE 


2.5% Prednisolone aqueous suspension 


The most recent anti-inflammatory corticosteroid 


INDICATIONS - 
Articular Rheumatoid arthritis 
Osteoarthritis 
Hydrarthroses, haemarthroses 
Acute gout (with colchicine etc.) 


Extra-articular Periarthritis of the shoulder 
Bursitis, tendinitis, tenosynovitis 
Sprains 
Neuritis, Sciatica 
Localised pruritus 
Keloids 


PRESENTATIONS 


1 mi. and 5 ml. multidose bottles of sterile aqueous suspension 
containing 25 ml. of prednisolone acetate per ml. 


ren London, N.W.10 
ROU S L LADbroke 6611 
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The pathway of 
infection is 


broad and open 


INDICATIONS 


BACILLARY DYSENTERY 
TREATMENT OF THE CARRIER STATE 





Inevitably, someone succumbs. When the symptoms of — PRE- AND POST-OPERATIVE USE IN INTESTINAL 
bacillary dysentery become evident, ‘Thalazole’ is 


indicated for immediate administration. The effect of  °°%"”"** . ; 
Tablets of 0-5 gramme and a suspension contain- 


ing 0-75 gramme per fluid drachm (3-6 c.c.). 


SURGERY 


this is dramatic. Within a few hours griping ceases and 
diarrhoea is markedly reduced. Rapid convalescence 
may be anticipated. 


Detailed literature is available on request : je H A L A I 0 L E 


PHTHALYLSULPHATHIAZOLE 


MANUFACTURED BY 


MAY & BAKER LTD 


4n M&B brand Medical Product MA4548 


” LE EE EEE elle edd ldddldedeedeededddddddedee eee lddddeldddlddeleeedeedeEE 


DISTRIBUTORS 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 
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